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A. Four Caszs or BrrateraL Hesostrotomy. (1 and 2 personal 
observation.) 


Case I. K. Aged 82. vii-para. Learnt to walk at age of 
3 years. 

lst Labour, 1898. Head presentation. Labour lasted 24 hours. 
Membranes ruptured 1 hour before the birth of the child which was 
asphyxiated and only lived 1 hour. Placental delivery and puer- 
perium normal. 

2nd Labour, 1900. Labour lasted 24 hours. Head presentation. 
Child born with strong bearing down pains 2 hours after rupture of 
the membranes. Cord round the neck. Child died a few minutes 
after birth. 

3rd Labour, 1901. Head presentation. Very strong pains for 
1 hour after rupture of the membranes. “The living child was 
perforated” ; no chloroform was given. The child was said to weigh 
8 lbs. 

4th Labour, 1905. (In hospital.) Premature rupture of mem- 


* The term ‘“‘Hebosteotomy” is adopted as suggested by Doederlein on account of its 
more consistent derivation. 
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branes. Dilating bag inserted into the uterus. Prolapse of the 
cord; slowing of fetal heart sounds; version and extraction. Per- 
foration of the after-coming head. Manual separation of the 
placenta. Incomplete rupture of the uterus 5cm. below the con- 
traction ring. Plugged with gauze. No fever during the puerpe- 
rium. 

5th Labour, 1906. Perforation of living child, without anesthetic. 
Placental delivery and puerperium normal. 

6th Labour, 1907. (In hospital.) Right occipito-anterior pre- 
sentation. Head over the right iliac fossa. As the patient ardently 
desired a living child hebosteotomy was performed on the left side. 
Severe bleeding from the wound was stopped after 5 minutes con- 
tinuous pressure. Catheter specimen was blood stained. The fetal 
heart sounds were poor. Version and extraction were therefore 
performed. A living child 50cm. long, weighing 3,350 grms. was 
delivered. Head measurements 34, 32, 6°7, 9°85, 10°9 and 11°9 cm. 
Post partum there were only 3 labour pains and after waiting 1 hour 
an attempt was made to express the placenta by Crede’s method with- 
out success. As there was no bleeding the placenta was not removed 
manually till 7 hours after the birth of the child. The placenta 
appeared to be adherent by about 1/,, of its surface, corresponding 
to a scar in the uterus 8cm. long, representing the rupture of the 
uterus in 1905. 

After 7 weeks the patient was discharged well, urine clear, 
adnexa free. Hebosteotomy region healed and not tender. Only a 
slight discontinuity recognizable in the bone. Pelvic measurements 
the same as ante partum. No thrombosis. No suppuration. 

7th Labour, 1911. The pelvic bones were massive; pelvis of 
generally contracted type. 

5.1.11. To the left of the symphysis was a fairly thick callus 
projecting into and distinctly narrowing the left side of the pelvic 
cavity. The sacral promontory could be easily palpated, and also 
the outlines of the pelvis. Diag. Conj. 10°3—10°4 cm. Conj. Vera 
8'4 (measured directly by Zweifel and Belitsky’s method). 

10.i.11. It was decided that, as the child seemed fairly large 
and the pelvis relatively small and the available space still more 
diminished by the presence of the projecting callus of the previous 
operation, hebosteotomy should be performed on the right side during 
labour. 

19.i1.11. Labour began with slight pains at5 a.m. At 7 p.m. 
they were regular and at 10 p-m. they were strong and the patient 
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_was admitted to the labour room. A swab culture was taken from 
the vaginal secretion; os uteri fully dilated. Membranes intact. 
Small parts and loop of cord presenting. 

External examination showed the head to the left, the body 
dorso-anterior. The groin and external genitals were washed with 
soap, then with alcohol and then 1:1000 perchloride solution. The 
pubic region was painted with tincture of iodine. Over the right 
horizontal pubic ramus a 4m. incision was made through skin and 
soft parts down to the bone. With the index finger the soft parts 
and bladder were pushed aside and Doederlein’s needle passed close 
to the ramus in the region of the tubercle, emerging between the 
large and small labia. A Gigli’s saw was drawn through from below 
upwards by means of the needle, and with a few strong movements 
the bone was divided. During the sawing bleeding began but after 
division of the bone—when the ends gaped about 2 finger widths— 
bleeding became very free. The superficial epigastric artery was 
ligatured and bleeding finally controlled by pressure of the skin 
wounds. A catheter specimen contained blood. 

The left hand was now introduced per vaginam, the membranes 
ruptured and the presenting foot easily and quickly reached. The 
child was extracted without the slightest difficulty. The head 
passed remarkably easily through the pelvis. 

Both skin wounds were then sutured. A self-retaining catheter 


was inserted and a pelvic binder applied. After 25 minutes the 
placenta was expressed by Crede’s method. 

The child weighed 2,800 grs. and was slightly asphyxiated, but ~ 
cried on stimulating the skin. 

The condition of the mother was good. 

On the following day a fair amount of blood stained urine was 
passed through the catheter. The patient’s condition was good, 
T. 37°4°, pulse 68, 

21.1.11. Urine collected, 1,000 grms., a little clouded, scarcely 
blood stained. 

23.i.11. General condition good. Catheter works well. Urine 
cloudy. No blood. T. 38°. 8p.m. urine blood stained. Total 
amount 600. 

24.1.1]. 8am. T. 37°°. Urine cloudy, no blood. 8 p.m, T. 
382°. Urine contains blood: catheter changed. 

25.i.11. General condition good. T. 374°. Urine scarcely 
blood stained; dressing changed. The wounds shewed the formation 
of pus. The channel between the wounds seemed to be healing well. 
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One stitch removed to provide for free escape, and tincture of iodine 
applied. A new catheter was introduced. The former one had not 
acted well. 200 grms. of bloody urine were at once drawn off. 
General condition good; T. 37°4°. 

26.i.11. 2am. Catheter again blocked; changed and 250 grms 
blood stained urine drawn off. 7am. Catheter working well: 
urine contained a little blood. General condition good. T. 37°2°. 
12.30 p.m. Catheter again blocked. While preparations were being 
made to change the catheter free bleeding took place into the bladder 
and into the hebosteotomy wound. With a new catheter 200 grms. 
of markedly bloody urine were drawn off. A horse-shoe catheter was 
introduced. Patient complained of an attack of pain in the pelvic 
region and had a slight rigor. T. 386°. After the introduction of 
the catheter the patient immediately felt better and the general 
condition was good. 3p.m. Rigor., T. 40°2°. The patient was 
removed to the septic station and died on the following day. 

Post Mortem Report. Above the symphysis is an operation 
wound about 10cm. long; the edges are glued together and towards 
the left the incision passes into an old linear scar. The skin edges 
are fairly easily separated. The wound and neighbourhood show no 
pathological changes. The pubic ramus is divided to the right of the 
symphysis. The bone ends are smooth. In the subcutaneous tissue 
near the operation wound is a hematoma about the size of a half 
crown. The pelvis is flat. To the left of the symphysis on the 
inner surface is a bony callus. The operation wound leads to a 
hollow the size of a walnut lying behind the symphysis and contain- 
ing about two drachms of clear sanguineous fluid. 

On cutting open the urethra a wound in the bladder about 1 cm. 
long is seen, situated to the right of the trigone. The edges are 
smooth and round; the opening leads to the hollow mentioned 
above. Near the wound is a button-like projection of the vesical 
mucous membrane about the size of a pea. The vesical mucous 
membrane in general is smooth. There are dilated veins and in 
their neighbourhood small hemorrhages. 

The uterus is the size of a child’s head. The walls are thin. On 
the posterior surface in the fundus is the site of the placental inser- 
tion. The inner surface of the uterus is covered with yellowish 
necrotic masses. No pathological change in the uterus itself is 
noted. There is a hematoma in front of the left sacro-iliac joint 
and the ligaments of the joint are torn. The right sacro-iliac joint 
appears slightly wrenched. The gap between the severed ends of 
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the pubic bones as the body lies on the table is about 5cm. On 
rotating the legs inwards and adducting them it is diminished to 
about 2 cm. 

Spleen small, not congested or soft. Kidneys small, pale. Cortex 
not widened, surface smooth. Suprarenals no change. Intestines: 
Peyer’s patches and the solitary follicles are markedly swollen. 
Intestines and stomach contain blackish fluid masses. Remaining 
abdominal organs are not changed. Thoracic organs show no 
macroscopic change. 

Histological examination. The heart and kidneys are slightly 
fatty. 

Bacteriological examination. No micro-organisms are demons- 
trated either in the blood or endometrium. On removing the pelvis, 
and cleaning off the soft parts, the ends of the bone at the side of 
the hebosteotomy on the left side are found to be united by a cartila- 
ginous, almost transparent, pale greyish yellow substance which is 
only superficially covered by an irregular bony crust on the inner 
surface. 

On measuring the conjugata vera, with the divided bones on the 
right side adjusted, 81cm. is obtained. On allowing the bones to 
separate again (about 4cms) the conjugata vera obtained is 8°3 cms. 
Considerable pressure is required to bring the bone ends together 
and they spring apart immediately the pressure is released. When 
the bones are adjusted attempts to pass a fetal head through the 
pelvis fail, but on releasing the bones the head slips through with 
ease, apparently more from the general increase in capacity of 
the pelvis than from the direct increase in the conjugata vera. 


Case II. M.B. Aged 21. ii-para. Rickets in childhood. 

lst Labour. 28.x.05. Male child, 7 months, macerated, 40 cm. 
long, 1,160 grms. 

2nd Labour. 21. vii.07. Hebosteotomy. Last six weeks swol- 
len legs and eyelids; varicose veins. Pains began at 4 a.m. 20. vii. 
and the patient was admitted to the labour room at 2 p.m., 20. vii. 07. 
Fetal head movable over the right iliac fossa. Fundus uteri 
towards the left, os uteri size of a shilling; cervix taken up. 

10 a.m. 21. vii. 07. Os uteri now the size of a wineglass and dilat- 
able. Membranes bulge very slightly; head fixed over the pelvic 
inlet, sagittal suture transverse; moderate pains. External palpa- 
tion gives the impression that a contraction ring was about to form. 

11-30 a.m. 22. vii. 07. Head still movable above the pelvic inlet. 
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Uterus drawn upwards towards the left. The os uteri almost fully 
dilated. The membranes were punctured and much meconium 
escaped with the liquor amnii. The foetal heart sounds were good, 
120 per min. As there seemed no prospect of the large hard head 
being spontaneously born, the os pubis was sawn through on the left 
side. The urine drawn off was clear. 

The vagina was plugged and a pelvic binder applied. 

The pains gradually became weaker and at 5-30 p.m. ceased. 
Fetal heart sounds 150; fairly distinct. The head entered the 
pelvis only by the lower segment and the largest circumference had 
not yet passed the brim; the uterine contraction ring was more 
evident. Axis traction forceps was therefore applied and with the 
exercise of some force the head was delivered. The perineum was 
incised. The child cried immediately. The uterus contracted well 
and did not bleed. The perineal wound was sutured. The urine 
drawn off was blood-stained. The vagina was plugged, a pelvic 
binder applied and a self-retaining catheter inserted. 

After the patient had been put to bed, although scarcely 20 c.cm. 
of chloroform had been given, a serious attack of heart failure 
occurred, and only after the most urgent treatment with camphor, 
caffein, heart massage, saline infusion, subcutaneous injection of 
ether, hot compresses to the cardiac region and lowering of the head 
did the heart beats gradually become regular. Digitalin hourly. 

Slightly blood-stained urine escaped from the catheter. 

23. vii. O7. Urine clear. Pulse full and strong. 6 p.m. 
Vaginal plug removed. No hematometra. The child, a male, 
54cm. long, weighed 3500 grms.; circumference of head 35cm. On 
the right parietal bone was a deep impression the size of a 5s. piece 
and near it another the size of a pea. There was no corresponding 
impression on the opposite side. 

Progress. For some days there was considerable swelling of 
both labia especially the left, and the temperature rose to 39°2° but 
by the ninth day had fallen to normal; at the end of the second 
week urine was escaping through the vagina from a tear in the 
cervix, and necrotic bits were cast off fromthe hebosteotomy wound. 
The urinary fistula healed in the course of 5 or 6 weeks. Convales- 
ence was also complicated by thrombus formation in the left thigh 
with irregular fever, which persisted till the 6th—7th week of the 
puerperium. 

12. ix. 07. Condition on discharge. Patient feels well. The 
cystoscope shews that the bladder wound has completely healed. 








Haarbleicher: Hebosteotomy 313 





Uterus below the pubes. 
one finger. Body of uterus hard. Parametrium free. 


3rd Labour. Right hebosteotomy. The patient is rather short 
(155 cm.) but well developed, in the 10th month of pregnancy. Urine 
contains albumen. Flat ricketty pelvis. The diagonal conjugate 
is 10 cm. as against 9 cm. measured in 1907. The fundus is 3 fingers 
below the ensiform process. 

16. x. 09. 6-15 a.m. The os uteri is fully dilated, the head 
above the pelvic inlet and deviated towards the right, movable. 
Membranes ruptured at 6 a.m. Pains strong. 

9am. On account of the contracted pelvis it was decided to 
perform hebosteotomy on the right side. The bone was sawn 
through without any difficulty but the ligaments, especially those on 
the upper surface, offered considerable resistance. At last the pelvis 
gaped 2—3 cm. During the section there was considerable bleeding. 
A male child was delivered; length 47 cm.; weight 3250 grms; 
largest head circumference 345cm. The urine drawn off was 
clear: vagina plugged. 


Vulva and vagina gape. Cervix admits 


Progress. Except for some pain in the right thigh and slight 
swelling of the right foot, there was nothing noteworthy in the 
puerperium, and the patient was discharged well early in the 4th 
week. 

4th Labour. Cesarean section. 18. xi. 10. 7 a.m. Labour 
began. 9-45 a.m. Membranes ruptured. Head movable over 


pelvic brim. 11 a.m. Head fixed in pelvic inlet. 12-30 p.m. . 


Cesarean section. 


Operation. Pfannenstiel’s transverse abdominal incision. Lower 
part of the uterus exposed, bladder pushed downwards and a longitu- 
dinal incision made in the anterior wall of the uterus about 5 in. 
long just above the pubis. The peritoneum was well marked and 
lay in loose ‘folds. The head was delivered by forceps. Bleeding 
was very slight. The placenta was expressed a few minutes later 
and the uterine wound closed by three layers of continuous catgut. 
The peritoneum was so loose that it could be folded over. Injection 
of ergotin subcutaneously. The child was 49°5cm. long and weighed 
2850 grms. Moulding of the head well marked. 

Progress. On the 5th day, foul smelling pus escaped from the 
wound which was washed out with hydrogen peroxide and healed 
slowly by granulation. The patient was discharged in about 5 
weeks. ‘att 
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Case III. R.S. iv-para. Aged 27. 


lst Labour 1908. Perforation of living child on account of 
contracted pelvis. 


2nd Labour 1907. Hebosteotomy on the left side. Spontaneous 
delivery. 

Sp. 23; Cr. 26; Troch. 28; Conj. ext. 18, diag, 9, vera 7°5 cms. 

Labour commenced 7 a.m., 3.1.07; membranes ruptured 10 p.m.; 
admitted to Hospital 4.1.07, 11-45 a.m. 

5-15 p.m. As there had been no progress since admission 
hebosteotomy on the left side was performed by Bumm’s method. 
The small fontanelle descended immediately, and at 11 pm. a 
living child was born spontaneously. Weight 3390 grms., 52°5 cm. 
long. Head circumference 35 cm. Nothing noteworthy in con- 
valesence. 

8rd Labour. 8. ii. 08. Twins. 

Sp. 22; Cr. 25°5; Troch. 26°5; Conj. ext. 17, diag. 10°5, vera 8°3. 

(1) child 1600 grms., 41 cm., head circumference 30 cm. 

(2) child 1500 , 40, , i 29 cm. 

Membranes ruptured at 12-30 p.m. 

Birth of twins at 5-30 p.m. (both died 1 month later). 

Placenta at 5-45 p.m. 

4th Labour. 14. ii. 09. Hebosteotomy on the right side and 
high forceps. 

Sp. 24; Cr. 26; Troch. 28; Conj. ext. 18, diag. 9°5. 

8p.m. 13.ii.09. Membranes ruptured. 

la.m. 14.ii.09. Pains began. 


Admitted ll a.m. I. Position. Fetal heart sounds good. 
Pains weak. 12 a.m. Os uteri size of a wine-glass, very dilatable. 
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In spite of strong pains the large head did not mould and remained 
above the pelvis. As there seemed no prospect of a spontaneous 
delivery, hebosteotomy on the right side was performed and high 
forceps applied to the head. The head came through easily, but the 
os uteri was resistant and was incised on the left side. Child cried 
at once. Urine drawn off was clear. The cervical incision was 
sutured. On account of hemorrhage the placenta was expressed. 
The vagina was plugged. Child: male; 3950 grms.; 52 cm.; head 
circumference 37 cm. 


8. iii. 09. Condition on discharge not very satisfactory. Slight 
vaginal discharge. Uterus well involuted. The patient walks 
without any noticeable disturbance in her gait. The union of the 
bones appears to be fibrous. 


Case IV. T. W. Primipara. Aged 28. Flat pelvis. Sp. 25; 
Cr. 27; Conj. ext. 17°5, diag. 9 cms; head over the pelvic inlet in 
first position. No pains. 


12pm. 2.8.07. Hebosteotomy left side. Bones did not gape. 
Bleeding was slight. After the operation hot vaginal douches 


were given. Labour pains began at 2-45 pm. At 3-40 p.m. the 
child’s heart sounds were not heard. The patient was put under 
chloroform at 4-15 p.m. and the child delivered by forceps. Still- 
born. Length 52cms., weight 3300grms. LEpisiotomy was per- 
formed on the right side. During the puerperium the temperature 
was 38° for 3 days. The patient was discharged on the 2lst day. 
The following year, on 13. ix. 08, the same patient was delivered 
again by hebosteotomy and forceps. Sp. 24; Cr. 27; Troch. 31; 
Conj. ext. 18, C. vera (measured directly by Zweifel’s instrument) 7°5. 
Right occipito-anterior presentation; marked caput formed; head 
firmly pressed over the pelvic inlet; thinning of the lower uterine 
segment; cramp-like pains; had been in labour 22 hours. 


Hebosteotomy was performed on the right side. The child was 
delivered by high forceps (Tarnier); length 49 cms., weight 2950 
grms. Asphyxiated but restored. A communicating tear of the 
vagina reaching close to the urethra was carefully sutured. Blood 
was passed in the urine. A self-retaining catheter was inserted for 
3 days. 


The patient was discharged on the 19th day; the wound was 
healing well. 
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B. Case or HEBOSTEOTOMY AND SUBSEQUENT PREGNANCY WITH PRo- 
PHYLACTIC INSERTION oF GiG1i’s Saw, VERSION, AND EXTRACTION. 


(Personal observation.) 


B. Aged 30. v-para. Generally contracted pelvis of a ricketty 
type. Learnt to walk when 1 year of age, then suffered from rickets 
and first learnt to walk again at 5 years of age. 

1st Labour 1901. Rupture of membrane, craniotomy and extrac- 
tion. Child said to have weighed 13 lbs. 

2nd Labour 1902. Idem. 

3rd Labour. 1905. The patient was dieted from the 5th month; 
(no potatoes, beer, or meal) and was advised to come for examination 
in the 36th week to allow induction of labour if necessary. The 
patient did not become thinner under the diet; as a living child 
could not be promised for certain by induction the patient came into 
the klinik. 2nd position of vertex: child appeared small. Pelvic 
bones massive. Epiphyses of arms and legs thickened. Both tibia 
turned outwards. Sp. 27°; Cr. 27; Conj. ext. 17; diag. 10°8 to 11°1. 
Lines of pelvis easily palpable. Bones thick. Symphysis protrud- 
ing on the inner side. Sacral surface normal. 

19. vi. 05. 6 am. Labour commenced: moderate pains till 
1-55 p.m. when the membranes ruptured. After 2 hours of bearing 
down a living child was born weighing 2600 grms. 

The child died 1 year later. 

4th Labour 1909. Hebosteotomy. The patient was admitted 4 
weeks before delivery. Measurements, Sp. 24; Cr. 265; Conj. ext. 
17'5, diag. 18°8, vera 9°3 (Zweifel). It was decided to await spon- 
taneous delivery, and if necessary perform hebosteotomy or extra- 
peritoneal Cesarean section. After 4 hours of moderate labour 
pains the membranes ruptured. The face presented and was mov- 
able above the pelvic inlet. Foetal heart sounds became bad and 
indicated asphyxia. An attempt to change the presentation failed. 
Prophylactic version was impossible on account of the size of the 
child and the hard skull. Cesarean section was excluded as the 
patient had been frequently examined. 

Hebosteotomy was therefore performed on the left side. The 
head was pushed upwards by a hand introduced per vaginam and 
version performed. The bones gaped 3—4 em. during the extraction 
of the child which cried immediately after birth. The bladder was 
not injured. The child weighed 3500 grms. and was 50cm. long. 
The circumference of the head was 34 and 36°5 cm. 
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The puerperium was normal till the 10th day when there was 
suppuration of the skin wound. After 4 weeks the patient was 
discharged to be treated as an out-patient. She could walk and run 
and no callus could be felt. The upper skin wound discharged 
slightly. 

5th Labour. Last period end of April, 1910. Quickening after 
18 weeks. 

Small delicate woman; no rachitic rosary; both tibia curved 
slightly outwards. 

Fundus uteri reaches to the ribs. 

Fetal back to the right, heart sounds to the right of the umbi- 
licus. 

Head movable over the pelvic inlet. 

Cervix admits the finger tip. 

Pelvic measurements: Sp. 23'4; Cr.27; Conj. ext. 17, diag. 10°8 
to 11:1, vera 9°2 to 9°3 (Belitsky and Zweifel). 

Lines easily palpable, bones moderately thick. Symphysis thick, 
slightly protruding inwards. Sacrum normal. 

9. i. 11. The symphyseal cartilage is distinctly palpable and 
rather prominent on the left side; a slight indentation can be felt 
above and below in the pubic ramus. 

On walking quickly the patient has still some pain in the old 
hebosteotomy region, but she can walk slowly and work well. 

The child was apparently of medium size and sufficiently 
developed to live but not too large to pass the pelvis. With a 
conjugata vera of 9°2 cm. spontaneous delivery might be possible, 
but it seemed advisable to induce premature labour. 

The 17th April, 1910 was date of the last menstruation and the 
first connection after this date was the 29th April. Delivery was 
therefore to be expected about 24th to 29th January. 

18. i. 11. Premature labour was induced. 

The skin was thoroughly disinfected, a swab culture was taken 
of the vaginal secretion. The vagina was thoroughly disinfected. 

At 2-30 p.m. The external os uteri was the size of a five shilling 
piece; the internal os admitted two fingers. A dilating bag was 
introduced into the uterus without difficulty and without the use of 
a speculum. Fetal heart sounds rose from 144 to 160, but after 
half-hour returned to 144. At 3 p.m. regular pains began, at first 
slight but soon strong, and the dilator was expelled at 8-10 p.m.; 
at 7 a.m. the os uteri was fully dilated; membranes intact; head 
still movable over the pelvic inlet. 
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The membranes were then ruptured with Herf’s perforator, and 
the head became slightly more firmly fixed in the pelvic inlet; the 
large fontanelle being a little to the top of the symphysis; the 
sagittal suture running transversely below the pubic ramus. At 
12 p.m. one segment of the head had entered the pelvis, otherwise 
the condition was the same as at 7 a.m. There seemed to be a slight 
tendency for the anterior parietal bone to be pushed under the 
posterior. In the course of the afternoon the pains became regular 
every 5—6 minutes. Fetal heart sounds continued good. At 
5-15 p.m. the sagittal suture was close to the symphysis. and the head 
a little lower but still movable. It was decided to wait 2 hours 
longer and then if the posterior parietal position had not altered, 
and good pains were still present to turn and extract after prophy- 
lactic insertion of Gigli’s saw on the left side. 

This was done at 7-30 p.m. A 5 cm. long skin incision was made 
with the scalpel parallel to the upper border of the left pubic ramus, 
and the soft parts divided down to the bone. Doederlein’s blunt 
needle was then introduced from above downwards, under the guid- 
ance of two fingers of the left hand in the vagina, and emerged 
between the large and small labia. The needle was withdrawn 
armed with the saw. Bleeding was very slight and controlled by 
pressure with a sterile swab. The posterior lip of the os uteri was 
still present forming a rim about 4 cm. wide and was therefore 
incised. The left hand was then introduced per vaginam and passed 
by the side of the head to the abdominal surface of the child to reach 
a foot. There was some difficulty in passing beyond the contraction 
ring which was present between the umbilicus and symphysis, and 
the foot when reached was drawn down with difficulty. The 
external hand meanwhile was used to push the head upwards and 
with care beyond the contraction ring. The foot was then brought 
out at the vulva and recognized as the right foot. The abdominal 
surface of the child was towards the mother’s right thigh. The foot 
was therefore drawn towards the mother’s left thigh, and brought 
the foetal head to the front. The extraction of the trunk was difficult 
and a distinct crack was heard, during the strong downward traction, 
The anterior arm was delivered from under the symphysis,and a loop 
ofcord which passed over the head was pushed back. The child made 
one or more premature inspirations. The abdominal surface of the 
child now looked towards the left of the mother, so the right hand 
was introduced to reach the mouth. The head was above the pelvic 
inlet, with the chin to the front and left: with a moderate Veit- 
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Smellie pull the head entered the pelvis and was delivered without 
difficulty. The child was still-born. 

Progress. As hemolytic streptococci were found in the vaginal 
secretion taken for examination 24 hours previously the patient was 
transferred to the septic division. The temperature rose to 39°4° 
and pulse-rate to 112. There was a blood-stained purulent discharge 
from the wound and edema of the labia. Swab culture showed 
hemolytic streptococci. 

The patient complained of much pain in the left sacro-iliac 
region. The leg was abducted and rotated outwards. An attempt 
to drain the wound through the exit puncture failed, so the two 
wounds were united by dividing the intervening skin and plugged 
with iodoform gauze. The wound gradually improved with hot 
dressings but continued to discharge for over 3 weeks. There was 
also a profuse purulent discharge from the uterus. 

The post mortem examination of the child showed that the 
vertebral column was torn transversely between the 6th and 7th 
cervical vertebra. The tissues over the upper Six thoracic and 
lower two cervical vertebre were full of blood and the hematoma 
extended on both sides of the vertebral column under the connective 


tissue and under the posterior part of the pleura. 


C. Case or HEBostEoTomMy ABANDONED IN FAvouR OF OPEN 
SympHysrotomy. (Personal observation.) 


A. A. Aged 23. ii-para. Learnt to walk at 5 years of age. 

lst Labour. 3. viii. 1909. Spontaneous delivery. Child 6} lbs. 
living. 

Present pregnancy. Slight cloud of alb. T. 36°. Sp. 23; 
Cr. 253; Troch. 28}; Conj. ext. 17, diag. 93, vera 8. Face presen- 
tation 2nd position. Os uteri size of five shilling piece. Head 
above pubes. 

23. xi, 10. 11 p.m. Membranes ruptured. 12 p.m. Labour 
pains commenced. 24. xi. 10. 7 p.m. As after 19 hours of strong 
labour pains the largest circumference of the head was still above 
the pelvic inlet, it was decided to do hebosteotomy. An incision 
about 10 cm. long was made through the soft parts immediately 
above the pubes, parallel to Poupart’s ligament. There was very 
little bleeding. The bladder bulged into the wound and was held 
back by a broad retractor. The curve of the needle at hand was 
found to be insufficient to pass under the pubic ramus. It was 
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therefore decided to perform symphyseotomy by the open method. 
An incision was made through the soft parts immediately over the 
symphysis and the cartilage divided with the scalpel. The bones 
separated at once and the child was easily delivered by forceps, the 
urine drawn off with the catheter was clear. The placenta followed 
10 minutes later by expression. The child weighed 2850 grms, was 
485 cm. long (9th month?), suboccipital circumference of head 34. 
The patient was put to bed with the legs bound together; no pelvic 
binder. 

Progress good. 3. xii. 10, discharged feeling well. 

10. xii. 10. Patient came again for examination. She is 
perfectly well. Uterus anteflected and well involuted, freely 
movable and displaced a little towards the left. Adnexa and para- 
metrium free. Wound soundly healed. On moving the legs a 
slight yielding is noticed in the symphyseal joint. 


D. Srx Cases or HEBOSTEOTOMY AND SUBSEQUENT PREGNANCY WITH 
Spontaneous DeEtivery. (Case 6 personal observation.) 


Case I. M. F. ii-para. Aged 27. 

Ist Labour. 1.1.07. Hebosteotomy 12 a.m. Generally con- 
tracted pelvis. Sp. 26; Cr. 285; Troch. 31; Conj. ext. 16, diag. 
9°5, vera 7°4. Child born spontaneously in the evening. 

2nd Labour. 1910. During this pregnancy the patient had no 
trouble from the former hebosteotomy wound. 

Pelvic measurements: Sp. 27°5; Cr. 29°5; Troch. 32; Conj. ext. 
18, diag. 10. 

Showing an increase of Sp. 15; Cr. 1; Troch. 1; Conj. ext. 2; 
diag. ‘5, from the measurements recorded 2 years previously. 

14. ix. 10. 11-30 p.m. Labour commenced. 

15, ix. 10. 4-30 p.m. Membranes ruptured. Os fully dilated. 
First position of the face. Strong expulsive pains: birth spontane- 
ous: child somewhat asphyxiated but quickly restored. The child 
weighed 4050 grms, was 52 cm. long, largest circumference of head 
36 cm. Placenta 950 grms. 20x 18x23, born 5-15 p.m. 

The patient was discharged on the 9th day after an uneventful 
puerperium. 

Directly after delivery the site of the former hebosteotomy was 
tender on pressure. 

The very large size of the child born spontaneously in 1910 raises 
the question whether the first labour in 1907 might not have 
terminated spontaneously without the aid of hebosteotomy. 
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Case II. A. T. iii-para. Aged 22. Previous confinements: 
(1) 1906, full term, perforation; (2) 1907, ditto. 

Sp. 22; Cr. 25; Troch. 29; Conj. ext. 18, diag. 11, vera 9°1. 

3rd Labour. 31. vii. 08. Presentation right occipito-anterior 
Head movable over the pelvic inlet. Dilatation of the os complete. 
Child’s heart sounds weak. 

Left Hebosteotomy. The child, a female, was delivered by 
version and extraction; 49cm. long and weighed 2870 grms. The 
temperature was 39°0° for 3 days. 

viii. 8 to 14. Temperature was up to 40°2°. On the 18th patient 
complained of pain in the right inguinal region; on the 21st there 
was free escape of pus from the vagina and the temperature fell. 

The patient was discharged on viii. 30. 

4th Labour. 16 ix. 1909. Conj. vera was 9 cm. measured by 
Zweifel’s instrument. 

Presentation left occipito-anterior. 

After 20 hours in labour the foetal heart sounds became weak. 
The membranes were thereupon ruptured, and the delivery of the 
child hastened by downward compression of the uterus, a full term 
living child, 48 cm. long and 3200 grms, in weight, was born. No 
thickening of the bone was detected over the site of the former 
pubiotomy. The patient was discharged on Sept. 20. The child 
born spontaneously weighed 330 grms more than the one delivered 
after hebosteotomy 2 years previously. The conj. vera, as recorded, 
was ‘1 cm. less. 

Case III. A. Z. Generally contracted flat pelvis. Heboste- 
otomy and forceps. Height 143cm. Sp. 19°5; Cr. 23; Troch. 27; 
Conj. ext. 18, diag. 10. 

Ist Labour. 14, xi. 06. 11-15 p.m. Os uteri fully dilated. 
Membranes ruptured; liquor amnii contains meconium. As labour 
did not advance and the child appeared in danger, the left pubic 
ramus was sawn through, and forceps applied to the head. Episi- 
otomy on the right side: self-retaining catheter. Discharged Dec. 
14, but returned with severe pain in the pubic region on 17th, and 
on 18. i. 07 it was noted that there was a gap of about 4 cm. in the 
left pubic ramus painful on pressure. 

Sp. 213; Cr. 223; Troch. 27; Conj. ext. 16°5, diag. 11. 

The right parametrium is very tender. 

The child weighed 2840 grms., was 49 cm. long and head circum- 
ference 35. The parietal bones overlapped the frontal and occipital. 
The differences in measurements of the pelvis recorded before and 
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after the division of the pubic bone were Sp. +2; Cr. —1°5; Tr. 0; 
Conj. ext. —1°5, diag. +1. 

2nd Labour. 24. iv. 08. 43 hours labour. Spontaneous 
delivery. 

Child weighed 3000 grms, was 47 cm. long, and head circumfer- 
ence 34. Condition of mother on discharge: 4. v.08. Uterus well 
involuted. Cervix admits one finger. Parametrium free. A 
distinct discontinuity can be felt over the hebosteotomy region, and 
the bones feather on the slightest movement of the leg. The gait 
is relatively good. 

The child born spontaneously was 160 grms. heavier, 2 cm. 
shorter, and circumference of head 1 cm. less than the child delivered 
after hebosteotomy in 1906. 

CasEIV. E.V. Flat ricketty pelvis. Sp. 26; Cr. 265; Tr. 28; 
Conj. ext. 16°5, diag. 9°2. 

1st Labour. Hebosteotomy. 

10. xii. 06. Pains began. 3a.m. 

11. xii. 06. Membranes ruptured. 5p.m. R.O.A. position. Os 
uteri size of a wine-glass. Head above the pelvic inlet in spite of 
strong pains. 

11. xii.06. 7-30p.m. Hebosteotomy (left side). The bone 
ends at first only separated about 2 cm., but during the pain widened 
to 4 cm. as the head descended, and after a pain the bone ends again 
closed. 

At 2 am. The child was born spontaneously. Bleeding both 
after sawing the bone and after delivery was only minimal. Entrance 
and exit cutaneous puncture point-like. Continuous catheter. 
Urine clear. The living child measured 51 cm., head circumference 
36 cm. The puerperium was uneventful with the exception of one 
evening temperature of 38° on the 6th day. Patient got up on the 
20th day and returned on foot to the klinik on the 24th day. No 
discomforts. Slight callus formation. (Operation in private home. 
Centralblatt fur Gynek., 31 Jahrgang No. 20, 1907. 

2nd Labour. 9. iv. 08. Spontaneous delivery. 

Sp. 26; Cr. 28; Troch. 32; Conj. ext. 17, diag. 10—10°5. 

Ist stage. 8 hrs., 10 mins. 

2nd stage. 2 hrs., 20 mins. 

3rd stage. 1 hour. Total 11} hours. Puerperium uneventful. 

The child weighed 3300 grms. ; 44 cm. long; head 35cm. Spina 
bifida and hydrocephalus: paraplegia of lower limbs. 

Death 17. iv. 08. 
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Difference of pelvic measurements recorded before hebosteotomy 
in 1906 and in 1908 Sp. 0; Cr.+1°5; Tr.+4; Cr.+°5; Diag. +°75. 

The child was 7cm. shorter and its head circumference 1 cm. 
less than the one delivered after hebosteotomy in 1906. 


Case V. H.P. Aged 26. 

Ist Labour. 19.iv.06. Hebosteotomy. 

Height 158cm. Sp. 28; Cr. 29°5; Tr. 33; Conj. ext. 19; Diag. 
10; Vera 8. 

Labour commenced 17. iv. 4 p.m. 

Membranes ruptured 18. iv. 9 a.m. 

Admitted 19.iv. T. 363°; Pulse 80. During the night the 
patient had moderate pains (opium enema and hot compresses). 
Feetal heart sounds good, a narcotic therefore given. The head was 
hard and moved with great difficulty, and only a small segment had 
entered the pelvic inlet and was pressed firmly against the sharp 
promontory and could not be pressed into the pelvis. Hebosteotomy 
was therefore done on the left side. The needle emerged above 
almost in the middle line. The bones gaped at once about one 
finger width, and when the head was pressed from outside into the 
pelvis the gap increased ‘5cm. Bleeding from the lower wound was 
controlled by pressure until both wounds were closed by two catgut 
stitches. 

At 12.45 p.m. the legs were separated a little. The head had 
deviated somewhat to the side and was pressed into the pelvis. In 
the course of the day in spite of moderate pains there was no advance 
and symptoms of the uterus becoming stretched so it was 
decided to apply forceps. The os uteri was the size of a 
wine-glass. The patient was placed in Walcher’s hanging 
position (legs well abducted and extended). Forceps was applied 
in the left oblique diameter and with very great force the head 
was drawn through the pelvic inlet and the child delivered. The 
perineum was uninjured. In the anterior vaginal wall was a 
large rent which extended to the wound in the bone which now 
gaped about 4mm. The left labium minus in its upper part was 
torn from the labium majus and with part of the clitoris hung 
downwards in the vulva. Before the application of the forceps clear 
urine was drawn off, but blood was present in the urine from the 
continuous catheter. The edges of the vaginal tear were united by 
catgut. The vagina appeared otherwise uninjured. There was a 
small tear in the left side of the cervix. The vagina was plugged. 


22 
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The legs were crossed and bound together. The catheter was fixed 
to the left labium majus by a catgut stitch. A sand bag was placed 
on the uterus and the region of the symphysis pressed together. An 
ice bag was applied to the abdomen. Pulse strong, full 80; T.36'3°. 

The living full term male child weighed 3,350 grm. and was 
53cm. long. The largest circumference of the head was 38, the 
sub-occipito-bregmatic 33 cm. 

The patient made a good recovery. Highest temperature noted 
39°2°. The urine soon became clear of blood. 

Note on 23. v.06. “A flat groove can be felt in the pubic ramus 
close to the middle line. No corresponding groove can be felt from 
the vagina. The vulva is so narrow that an examination with the 
finger is impossible. On the left between the large and small labia 
is a hole the size of a pea. The sound can be passed under the 
symphysis to the upper border, but not to the bone wound. The 
sacral promontory cannot be felt.” 

2nd Labour. 3.x.07. Spontaneous. Last period middle of 
January. Quickening in May. Sp. 27°5; Cr. 29; Tr. 33; Conj. ext. 
19; Diag. 9°75. Abdominal circumference 100. Second position; 
head fixed in the pelvic inlet. Patient admitted 3.x. 07, 9a.m. 
Os uteri fully dilated. Membranes intact. The membranes were 
ruptured and with the next strong pain the head entered the pelvis. 
With one finger in the vagina the old hebosteotomy wound could be 
felt to have widened from 1-2 mm. to the width of the thumb. After 
3 or 4 pains the head appeared at the vulva. The hebosteotomy site 
was now only 4-5 mm. wide and not painful on pressure. 

The female child weighed 3250 grms. ; length 51 cm. and circum- 
ference of the head 34. 

The puerperium was uneventful. 

This child born spontaneously weighed 100 grms. less, and was 
2cm. shorter, and its head circumference 4cm. less than the child 
delivered after hebosteotomy in 1906. 

The diagonal conjugate measured in 1906 was 10cm. and in 1907 
9°75 cm. 

Case VI. F.K. iv-para. Aged 24. 

Ist Labour. 8. iii. 06. Hebosteotomy. 

Sent to hospital by the external obstetrical assistant. Admitted 
in labour, good pains. Sp. 245; Cr. 25; Tr. 30°5; Conj. ext. 17; 
Diag. 9; Vera 7. First position: head firmly pressed into the pelvic 
cavity. Sagittal suture near the promontory. Fontanelles out of 
reach. Os uteri almost fully dilated. Membranes intact. 
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Labour began 12.30 p.m. Membranes ruptured 3 p.m. 

8. iii. 06, 9.45 p.m. Pains weak. Foetal heart sounds irregular. 
It was decided to perform hebosteotomy. The clitoris was drawn to 
the right and Bumm’s needle introduced on the left close to the 
tubercle of the pubes. The bone was sawn through on the flat, 
the entrance and exit wounds were large, 1 cm., and there was con- 
siderable bleeding controlled by pressure. Each wound was closed 
with 2 catgut stitches. A very distinct tear of the vagina was 
noticed in the region of the urethra, caused most probably by the 
separation of the bones, and was sutured by two or three catgut 
stitches. The vagina was plugged and a compression binder applied 
to the pelvis. The pains continued at first weak, but became 
stronger, and at 1-45 a.m. 9.iii.09 the head was born with the 
sagittal suture in the transverse diameter. 

The child was asphyxiated but was easily restored after aspiration 
of the trachea and swinging (Schulze’s method). It weighed 3,200 
grms and was 50cm. long. 

The patient stated that she suffered very little pain after the 
operation and was discharged after 3 weeks. Three weeks after her 
discharge she was able to do her housework as before, and had no 
sequele of any kind. 

2nd Labour, 1907. A full term child weighing 3,325 grms. and 
50cm. long was born spontaneously. 

3rd Labour, 1908. Spontaneous birth of a child weighing 3,450 
grms. and 50cm. long. 

4th Labour. 12.xii.10. The patient is 10 months’ pregnant. 
Transverse presentation. Pelvic measurements Sp. 253; Cr. 27; Tr. 
32; Conj. ext. 18; Diag. 94; Vera 8. Shewing an increased measure- 
ment of Sp. 2, Cr. 2, Tr.1-2, Conj. ext. 1, Diag. } and Vera 1 from 
the measurements recorded before the hebosteotomy in 1906, and the 
children born spontaneously in 1907 and 1908 shew an increase of 
125 and 250 grms. respectively. 

On the left side near the symphysis a discontinuity can be felt 
in the pubic ramus corresponding to the old hebosteotomy wound. 
The point is very sensitive to pressure. The bone ends are united 
by about 1 cm. of apparently unossified tissue. 


EK. Arrer Histories or Four Cases or HEsosteotomy. (Personal 
observation.) 


Case I. 15. xii.09. B.R., aged 31. v-para. Previous de- 
liveries 4 full term still-born children. 
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Pelvis equa. justo minor. Sp. 22}; Cr. 26; Tr. 28; Conj. ext. 
165; Diag. 9; C.V. 7. Rt. occip. ant. presentation. T. 384°. In 
labour for 154 hours. Os fully dilated. Membranes bulging. 
Pelvis empty. Left hebosteotomy 7 p.m. It was intended to await 
spontaneous delivery, but as meconium escaped and version was 
impossible on account of tonic contraction of the uterus, high forceps 


was applied at 7-10p.m. Sagittal suture in transverse diameter. 
Child still-born. 


The patient was up on the 13th day and discharged on 6. 1.10. 

The patient was examined again on 26. viii.10. Diag. Conj. 
9cm. No vaginal scar. Bony union good, }em. callus. Skin scar 
soft, non-adherent. Gait firm as before the operation. 

She has had difficulty in retaining her water since the operation. 


Retroversion of the uterus, and slight cystocele. Uterus re- 
placed and Hodge’s pessary introduced. 

The patient stated that she was unable to lift her leg for 8 days 
after the operation, to walk alone or turn in bed for 5 weeks, or to do 
housework for 7 weeks after the operation. 


Case II. W.G. 29.iii.09. ii-para, 23 years. 

Perforation at first labour. Flat ricketty pelvis. Sp. 25; Cr. 26; 
Tr. 33; Ext. Conj. 175; Vera 8. Left occipito ant. presentation. 
Head above the pelvic inlet deviated to the left. T. 38°5° 

The left pubic ramus was sawn through in three movements of 
the saw. The child was delivered by version and extraction. Full 
term, living, female child 50cm long and weighing 2,870 grms. A 
rubber tube was drawn tightly round the abdomen to compress the 
aorta. The patient was transferred to the gynecological department 
on the same day, was up on the 9th day and discharged on the 19th. 

Examined on the 29. viii. 10. The patient stated that for 8 days 
after the operation she had severe pain over the site of the operation, 
but was able to turn in béd. After 14 days she had severe pain in 
the left leg which became swollen, and on this account was 10 weeks 
in hospital. She was then at home for one night, but the leg became 
so painful that she had to go to the infirmary, and was altogether 
3 months and 3 weeks in hospital before she could walk. Nine 
months’ after the operation, as the result of heavy work in a printing 
office she suffered from bleeding, pain and uterine prolapse, and she 
underwent an operation for fixation of the uterus and sterilisation. 


Since then she states that she has suffered from pain in the abdomen 
and irregular painful periods. 
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The patient walks as before the operation (has had a slight limp 
since infancy due to shortening of the left leg) and has no pain or 
weakness. 

The scar is almost imperceptible; there is no thickening of the 
soft parts and no pain. In the antero-lateral wall of the vagina is a scar 
nearly 4cm. long. The bone is firmly united by about }cm. of 
apparently ossified tissue. 


Case III. T.S. 22.v.10. v-para, aged 39. 

Pelvis equa. justo minor. Has never given birth to a living 
child. : 

5th Labour. Presentation Rt. occipito-anterior. Left pubic 
ramus sawn through. Delivery by forceps; child 49cm. long and 
3,200 grms. weight, living. There was no injury to surrounding 
parts, very slight bleeding. 

Examined on August 23rd, 1910. The patient complained of 
weakness and weight in the left leg, fatigue on walking and difficulty 
in going up steps. Left thigh and calf 2cm. more in circumference 
than the right leg. The patient also states that she has suffered 
from prolapse of the uterus for 2 years, but that it is more marked 
since the operation. 

The hebosteotomy scar is thickened and painful on pressure and 
adherent to the bone. The bone is united by apparently unossified 
tissue of about } cm, the outer extremity is enlarged by bone callus. 
The patient was formerly able to earn 40—50 shillings per month 
as charwoman, but now cannot do all her own house work and weeps 
over this fact. 

(3 months after the hebosteotomy.) 


Case IV. 30.xi.07. S.M. iv-para, aged 34. 

Previous confinements: (1) Still born full term; (2) Spontaneous 
full term, died 1 year later; (3) Perforation. ‘i: 

4th Labour. Conj. ext. 185; Diag. 10:5; Vera (Zweifel) 9°5. 
Rt. occipito-ant. presentation. Head in the pelvic cavity. Labour 
not advancing. Left hebosteotomy was performed at 7.40 p.m. The 
bones separated }cm. Bleeding was slight. Fotal heart sounds 90. 
Tarnier’s forceps was applied, but the stimulus of their application 
caused spontaneous birth of a male child 47 cm. long, weighing 2,530 __ 
grms. Asphyxiated and restored but died on the 6th day. After 
delivery the bones gaped 11-2 cm. 

The patient was discharged 3 weeks after the operation, but the 
wound was not healed and she attended the out-patient department 
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for 2 months to have it dressed. She could not walk without help 
for 6 weeks after the hebosteotomy was done. 

On November 30th, 1908 (1 year later) the patient again attended 
for 3 months for massage and electrical treatment for pain in the 
sacral region, and wore a pessary for 7 weeks without relief. 

Examined 24. viii.10. She stated that since the operation she 
had suffered from almost continuous pain in the small of the back, 
sometimes only just conscious of it, at other times she can scarcely 
walk upstairs. The skin scar is well healed, but is not freely mov- 
able over the bone. The bones are firmly united and the point of 
union can be detected as a slight depression about 3cm. wide. A 
small pulsating vessel can be felt crowning this depression which is 
not felt in the corresponding point on the other side of the pelvis. 
Patient complains of pain on pressure over this spot. 

Conclusions. From the study of these cases it will be seen that 
the indication for hebosteotomy is somewhat indefinite. As a rule 
the previous obstetric history, and the mother’s urgent wish for a 
living child, point to the advisability of operating before too long a 
period of waiting has increased the risk for mother and child. 

In primipare and in cases where the conjugata vera is below 6°5-7 
cm.,the necessary widening of the bony parts means also greater liability 
to tearing of the soft parts; also cases already infected, on account 
of the danger of a compound communicating fracture, are nowadays 
considered as unsuitable for the operation. On the other hand in 
order to ensure success the operation must be performed early, and 
not complicated by other measures such as induction of premature 
labour, or version, or attempts with forceps, all involving risks to 
mother and child which are emphasized when followed by division 
of the pelvic bone—itself a compound fracture, however performed, 
whether by puncture with the needle, and introduction under the 
guidance of two fingers in the vagina as performed by Bumn, or by 
incision and introduction of a blunt needle under guidance of the 
finger between the soft parts and bone as performed by Doederlein. 

Hebosteotomy has been called a “horrid operation,” and again 
a “difficult and tedious operation” (the originator of this remark 
added that he had never done it, or seen it done and at present did 
not intend to do either). Hebosteotomy can be a brilliant, easy, 
simple operation to an operator who knows the exact technique, and 
has selected his case. Such an operator will have few failures, 
but he will undoubtedly operate in cases where other means might 
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have obtained the same result without running the risk of an 
operation, which, performed by less skilled hands, is liable to com- 
plications which truly render the term “a horrid operation” justifi- 
able. The great advantage claimed by the early advocates of the 
operation, that later deliveries would reap the advantage of the 
enlarged pelvis, has not been borne out by experience. The union 
may be fibrous and perhaps yield slightly if the pregnancy occur in 
the next year or so after the operation, but later the union tends to 
become osseous, and a deposit of callus may even project and 
diminish the pelvic capacity and be a direct hindrance to birth (see 
Case I., K.). Even after bilateral hebosteotomy Cesarean section 
was performed (Case II.,M.B.). In the six examples of spontaneous 
delivery occurring in later pregnancies, it will be noticed that the 
child was frequently of smaller size, or perhaps the presentation was 
more favourable. In Case I., M.F., the child born spontaneously 
was so large that one is justified in thinking that the first labour 
might have terminated spontaneously without the aid of hebos- 
teotomy. 


The comparative frequency with which the cutaneous wound 
suppurates and does not heal quickly, although not leading to 
general infection, is also of significance. The deep channel, of which 
the walls are necessarily injured by immediate contact with the saw 
in Bumm’s method, and by the guiding finger boring through 
between the bone and soft parts in Doederlein’s method, forms a 
ready culture ground, and with the greatest precautions it is not 
possible always to prevent infection. 


In all 16 cases given here the patients were working women, 
earning their own livelihood or attending to their own households, 
and in such the period occupied in convalescence is a serious matter. 
The complications of thrombosis and prolapse have a special signi- 
ficance considered from this point of view. 


To sum up: to avoid disastrous risks hebosteotomy must be per- 
formed with a very exact technique, relatively early in labour, on 
carefully selected cases, uncomplicated by any previous obstetrical 
interference, and the benefit to be expected in a subsequent delivery 
is, to say the least, problematical. Even after a strikingly successful 
operation and uneventful immediate recovery, the condition of the 
patient is not always enviable, especially in the case of a working 
woman who is compelled to return to her duties after a short conva- 
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lescence. Thrombosis, prolapse, sacral pain, drag on indefinitely 
although the gait is relatively seldom disturbed. 

Statistics shew that 80 per cent. of deliveries with contracted 
pelves are spontaneous, if left to nature, but if hebosteotomy is not 
performed till the child is in danger, or till both mother and child 
have suffered by a protracted labour, the goal of the operation, a 
living child, is uncertain, and the mother incurs a grave risk. 
In order to ensure a living child at minimum risk to the mother 
hebosteotomy must be performed early in labour, and as no certain 
benefit can be claimed for future deliveries, it has no advantage over 
Cesarean section. Although the technique of the operation as now 
developed is brilliantly simple and exact, Cesarean section in equally 
skilled hands has never shown such a list of disasters. Cesarean 
section overcomes all mechanical difficulties, whereas in all pelvic 
enlargements these have still to be faced. The exact relation of the 
size of the head to that of the pelvis, the condition of the child, and 
resistance of the soft parts cannot be gauged with certainty. Injury 
to the bladder and soft parts, if avoided by the technique of the 
operation, may occur when the bones are pressed apart by the 
passage of the child’s head and especially so if delivery has to be 
aided by forceps or version. To avoid these disasters the cases have 
to be so carefully selected that the field for hebosteotomy must 
remain a narrow one, viz.: Multipare, with a conjugata of not less 
than 7-75 cm. in a flat, or 8 cm. ina generally contracted pelvis, 
where a segment of the head has already entered the pelvis, and it is 
quite clear that only a very little increase in the pelvic measurements 
is required for, the head to slip throngh easily, where the child 
has not been endangered by previous attempts at delivery, e.g., version, 
forceps, or induction of premature labour, and where the mother is 
not infected. Even in these cases Cesarean section will be con- 
sidered by many to hold the field, 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


Combined Intra- and Extra-Uterine Pregnancy. 
Laparotomy for Incomplete Tubal Abortion. 
Uterine Pregnancy Uninterrupted. 


By Ws. D. Macrartang, Jr., M.B., C.M., 
Surgeon to Royal Samaritan Hospital for Women, Glasgow. 


Mrs. E. A., aged 33, was admitted to the Hospital on October 17th, 
1910, on account of “ pain in the lower abdomen and swelling.” 

The illness was of eight weeks duration, the patient being in bed 
entirely during this period. Her pregnancies had been 4 in number 
and without miscarriage, confinements and puerperia being normal 
each time; the youngest child is 2} years old. 

Menstruation began at the age of 13 and was always regular and 
painless till 2 years ago when there was marked increase in loss, with 
clots, and pains of a bearing down character. This state of matters 
continued for 3 months when her medical attendant was called in 
and prescribed for her with the result that her periods became 
regular and painless and continued so for nine months prior to the 
present illness. 

The date of her last period was July 15th, 1910; this was the 
usual time but was a little less than normal. 

History of Present Illness. About a week after the period had 
ceased the patient was seized with severe pain in the lower abdomen; 
this “ doubled ” her up and was accompanied. by severe sickness and 
vomiting. The pain came on quite suddenly while she was washing 
the floor, and continued more or less ever since in the left side. 
There has been slight elevations of temperature for some time. 

Previous Health. Patient has always enjoyed good health save 
a “severe attack of growing pains when a child.” 

Present Condition. Patient looks well but is flushed in appear- 
ance and has a coated tongue and slightly increased pulse rate. 
Lungs normal. Heart; 1st sound at the mitral orifice is preceded by 
a presystolic murmur and there is hypertrophy of the left ventricle. 
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The act of micturition has been difficult since onset of the illness but 
not painful. Urine 8.G. 1080, acid, no albumen, pus or sugar. 
Bowels are regular and there is no vaginal discharge, and there has 
been none since the last period. There was no bloody discharge 
when the illness began nor at any time since. 

Inspection of Abdomen. The abdomen is distended in its lower 
part to nearly the size of a 5 months’ pregnancy. The percussion 
note is resonant all over except over the “tumour” and on deep 
percussion the note is distinctly less resonant in the left iliac region. 
On palpation there is a smooth, soft tumour deviated to the right of 
the middle line and reaching almost to the umbilicus. There is a 
painful and illdefined swelling in the left iliac region. 

Examination per Vaginam. The external genitals are somewhat 
of a bluish colour as is the vagina. The cervix uteri is soft and that 
of a multiparous patient. Bimanually the swelling to right is made 
out to be the uterus and that a pregnant one; behind in the pouch 
of Douglas and filling the left postero-lateral quadrant of the pelvis 
there is a painful, fixed, cystic mass giving one the impression of 
being attached to the enlarged uterus. 


Examination per Rectum. The mass behind the uterus in the 
pouch of Douglas seems to be firmly fixed to the pelvic floor. 

On the 26th October the mass in the pouch of Douglas was noted 
to be larger and the patient complained of more pain. There was no 
rise of temperature and no increased frequency of the pulse rate. 
After consultation with her medical attendant it was agreed to 
perform a laparotomy. On November Ist under ether anesthesia the 
abdomen was opened to the left of the middle line; the skin incision 
was 33 inch. The uterus was found to be displaced to the right and 
was the size of a 4} months’ pregnancy, being larger than the 
supposed last menstrual period would indicate. The right appen- 
dages were normal. On the left side the sigmoid and the ovary were 
adherent to a cystic mass which extended from the left uterine cornu, 
running along the posterior layer of the broad ligament and adherent 
to a mass which filled the pouch of Douglas. The cystic swelling 
proved to be a dilated Fallopian tube which was firmly bound by 
adhesions to intestine and to the mass in the pouch of Douglas. The 
tube and ovary were separated from adhesions, the blood-vessels 
ligatured separately and the mass removed. The swelling in the 
pelvic floor proved to be old as well as recent blood clot. The raw 
surface on the broad ligament was peritonized by a No.2 Van Horn’s 
catgut suture. One or two adhesions to the sigmoid required a 
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ligature to control oozing. The abdomen was closed in layers. The 
patient made a satisfactory recovery and the pregnancy proceeded 
normally. 

Pathologist’s Report of Tube and Ovary. There is hemorrhage 
into the wall and lumen of the tube; this is particularly well marked. 
Here and there in the blood clot and in the wall of tube are embedded 
chorionic villi which are seen in transverse section. 

I have thought this unusual condition worthy of report, and it is 
interesting that despite free handling of the pelvic structures the 
patient did not miscarry. 
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Radio-Therapy in Gynzcology. 

Jaucgas (La Gynécologie January 1911), working in the laboratory of Dr. Béclére 
and in the wards of the St. Antoine Hospital, comes to the conclusion that it is not 
yet clinically demonstrated that x-rays act directly on uterine myomata, but that 
their action in causing lasting atrophy of the ovaries is undoubted. Accordingly in 
applying the x-rays his technique is such. that the rays act on the ovaries as well as 
on the uterus or the tumours. The literature of the subject is discussed and a 
bibliography is given. E. H. L. 0. 


On acute dilatation of the Stomach. 

HELLENDALL (Monats, 7. Geb. u. Gyn., Bd. xxxiii, Hft, 1, 8. 44). In a lengthy 
paper the writer points out that this condition as occurring after operation has not 
been studied sufficiently by gynecologists and proceeds to give a description of the 
cases with which he has met. As regards the symptomatology, he shows that the 
chief points are collapse with quickened pulse and difficulty in breathing— 
vomiting either in the form of sudden attacks where a large quantity of fluid is 
ejected at intervals of considerable length, or where there is a lengthy process of 
getting rid of mouthfuls at a time with short intervals of quietness. The large 
quantity of residual fluid in the stomach as showed by the result of passing the 
stomach tube is noteworthy. Vomiting may be absent for two reasons—either the 
reflex act does not appear in a stomach overloaded with fluid, or, as in some recorded 
cases, because the organ contains only gas. Furthermore it is to be noted that the 
upper portion of the abdomen is greatly distended, especially the epigastric region, 
and that the condition of the intestinal movements, etc., is practically normal. 
Lagéniére lays stress on the observation of the quantity of urine passed on the day 
after operation—if this falls below 500 cc. he looks on this as a danger signal and if 
on the following day the quantity lessens still further, he washes the stomach out 
even in the absence of other symptoms. If such a case presents itself to view, the 
picture is characteristic, and the condition should be grappled with at once as it is 
very serious, 

The author next considers the xtiology which is at present under discussion, some 
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favouring the view that the condition is due to nervous implication, others considering 
it the result of narcosis and operative interference, etc., while some look on it as 
due to infection of the peritoneum. For further details as regards these matters the 
original paper must be consulted. 

With regard to treatment, systematic washing out of the stomach employed at the 
critical period when the paretic stomach begins to distend again after having been 
already washed out, is of the greatest value. The mere passing of the sound may 
suffice in cases where the distension is due to gas, giving instant and complete relief, 
At the same time as the stomach is emptied all food must be withheld and rectal 
feeding substituted with appropriate stimulation to combat the collapse. The cases 
in which washing out fails to relieve may be advantageously treated by the method 
of ScunitzLEr where the patient is laid on the stomach for some hours, or as a 
modification of this the knee elbow position has been used. Opinions as to the 
certainty of this treatment vary. All agree that in the atonic condition of the organ 
operative measures, as gastro-enterostomy, are valueless. W.R. P. 


Formation of an artificial vagina by transplantation of a loop of 
intestine. 

Apavig (Revue de Gyn. et de Chirurgie Abdominale, January 1911) records a 
successful case by a method similar to that described by Baldwin in 1904. 

The patient was aged 25 and came under observation as she wished to marry but 
believed herself to be abnormally formed because she had never menstruated. On 
examination the vulva was normal but the vagina was entirely absent. 

The operation was started from the perineum by separating the bladder from the 
rectum; as soon as the peritoneum was reached the wound was plugged with gauze 
and the abdomen opened. The ovaries were present but were small; the uterus was 
rudimentary. A loop of ileum with a long mesentary was selected some 50 centimetres 
from the cecum and a piece 25 centimetres long was isolated. The continuity of the 
intestine was restored by end to end anastomosis. The middle of the isolated loop 
was now drawn into the perineal wound by forceps and its walls fixed by interrupted 
sutures to the raw area where the rectum and bladder had been separated. ‘The 
apex was then stitched to the vulva and the gut opened and the mucous membrane 
sutured to the skin, 

The patient did well and left with a bicornuate vagina in which the right cornu 
was of such a size that it was not found necessary to divide the septum between the 
cornua. Six months later the result was good. Abadie compares this case with 
another where he attempted to make a vagina by separating the bladder from the 
rectum and then Thiersch grafted. The cavity thus formed tended to contract 
and the result was not wholly a success, 

Baldwin has reported four cases by the intestinal transplantation method and 
Mori and Mueller one each. In Mori’s case the end of the loop instead of the 
middle was brought to the vulva and thus a single instead of a bicornuate vagina 
resulted. Abadie intended to follow Mori’s technique but found the tension on the 
mesentary less (and therefore the chance of damaging the blood supply to the loop 
less) in bringing the apex instead of one end of the intestine to the vulva. OC. W. 


The operation for Vesico-genital fistula with the employment of the 
anterior wall of the cervix. 

Prof, Kistner of Breslau (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Hft, 3) publishes 
an exhaustive paper upon this subject based upon 50 cases. He points out that the 
great majority of vesico-vaginal fistule are situated high up near the reflection on to 
the anterior surface of the cervix. A full account: of his method of operating, 
illustrated with several figures is given. The novelty of the operation is that he 
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extends the denuded area on to the anterior part of the cervix, and employs it for 
closing the fistula. In utero-vesical fistule the same principle is applied. He 
dissects between bladder and uterus up to and beyond the fistula, and then stitches 
the edges of the vesical wound to the rawed uterine wall above the level of the 
fistula. Those interested are referred to the paper which contains much elaborate 
detail that is so important in this operation, but which does not lend itself to 
“abstraction.” R. W. J. 


Uterus Bipartitus solidus rudimentarius cum vagina solida. 

Ktster (Zeitschr, f. Geb. u. Gyn., Bd, xvii, Hft. 3) describes a case of this rare 
developmental anomaly and gives a synopsis of 41 cases in the literature. He points 
out the constant association of the uterine condition with the absence of a vagina. 
Frequently there are displacements of the ovaries, and herniz, and other abnormali- 
ties. The condition is usually associated with burdensome symptoms and the removal 
of the uterine rudiments is called for. The ovaries should be removed only if they 
are perceptibly diseased, R. W. J. 


The blood supply of the lower uterine segment. 

Covvetatre (Soc. d’Obst, de Gyn. et de Paed, de Paris, 1910, vol. xii, p. 275). 
The author points out that if it is true that the lower uterine segment only passively 
dilates during and after labour, then it is difficult to understand why, when the 
placenta is situated upon it, post partum hemorrhage does not occur. 

Hofmeier has explained this by supposing that the arteries supplying the lower 
uterine segment enter the uterus above the lower limit of the contracted portion, and 
he supports this view by the study of 10 cases. Other observers however have not 
been able to verify this, 

Davidsohn and Fredet find that the lower uterine segment receives its blood supply 
as directly as does the uterine body. 

The author from a study of 4 cases is unable to agree with Hofmeier and believes 
that the explanation must be that the lower uterine segment in a certain measure 
participates in the retraction of the uterus. J.B. 


Local Anzsthesia of the Uterus.—“ Metro-cocainisation.” 

Fesres (Bulletin de la Société d’Obstétrique de Paris, etc., No, 9, December 1910). 
After referring to the increased sensibility of the uterus in pathological conditions, 
and the necessity for either general or lumbar anesthesia in most manipulations on 
the pelvic organs, Febres proceeds to state the advantages of his method of metro- 
cocainisation for producing uterine insensibility. He claims that it is free from 
danger, effective, and easy of application. 

The procedure is as follows: The bladder and rectum are emptied amd a 
thorough disinfection of the vagina and cervical canal carried out. A Ricord’s syringe 
of 2cc. capacity fitted with a platino-iridium needle 4cm. long is filled with a 
sterilised aqueous solution of cocaine chlorhydrate and caffeine, in the proportion of 
1 and 20 per cent, respectively. The temperature of the mixture is 45°C., a point 
of some interest in producing effective anesthesia; 4cc. of this solution are injected 
into the anterior and posterior lips of the’ cervix, and the intervening uterine tissue. 
Anzsthesia is complete in 10-12 minutes, 

Lequeux, in discussing the communication, stated that he had had occasion to 
employ loca] anesthesia three times in parturient women, using scopolamine for the 
purpose. His success was indifferent inasmuch as the injection produced no analgesic 
effect, but somewhat accelerated the labours. B.W. 
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Hygiene of Puberty. 

Datcue (La Gynécologie, January 1911) publishes an extract from his forthcoming 
work on puberty in woman. He makes suggestions for the care of girls during their 
school life on the usual lines. He insists on the avoidance of excessive exercise; all 
competitive sports are to be forbidden about the time of puberty and careful training 
in early childhood is necessary if girls are to be allowed to take part later in such 
sports as rowing or race running. He agrees that the practice of music is not likely 
to hurt a girl by appealing to her emotions, but he quotes a schoolmistress who refers 
to girls who at the menstrual periods are unable to tolerate music or indeed other 
moises. He is an advocate of sexual education, E. H. L. 0. 


Rare Parasite in the Pelvic Peritoneum. 

Ketrrer, Brussels (La Gynécologie, January 1911) describes and figures a larval 
parasite from the broad ligament of a monkey, Cercopithecus. The adult stage of 
the parasite—Porocephalus—is found in snakes, especially the python. A similar 
parasite is found in rabbits where the adult stage is passed in the lungs or naso- 
pharynx of the dog. Such parasites might possibly invade the human peritoneum. 

E. H.L. O. 


The Development of the Germ-cells in the Mammalian Ovary. 

A. Louise McItroy (Proc, Royal Soc. Edin., 1910-1911, vol. xxxi, pt. 1, No. 7) 
has examined four types of mammalian ovary, Sus, Canis, Felis and Homo, in order 
to throw light on the subject indicated above in the heading, the title of her 
monograph, which bears the additional words “with special reference to the early 
phases of maturation.”” The method of preparation is described and illustrations of 
the microscopic sections are added. The most valuable feature in this work is the 
careful comparison of the human ovary with that of the pig, cat and dog, both in 
the text and the drawings. Too often a monograph of this kind is founded on the 
examination of one ovary, or the ovaries of one species alone, leaving much to be 
taken for granted, a certain source of error. The histological parallelism in Dr. 
McIlroy’s work is most instructive. The author finds that the same plan of develop- 
ment is followed among varied types of the mammalian ovary, the variation 
depending on the rate of ante- and post-natal development, the cells maturing from 
the periphery inwards. The capsular epithelium is derived from the odgonia, is 
differentiated at a very early stage, and has no function other than protective. The 
author detected mitosis both among the odgonia and the primary odcytes of the 
reticular stage.* Mitosis ceases at a given stage in the development of the ovary. 
Large cells, giant or resting cells, were found by the author in the reticular stage of 
the primary odcyte. ‘‘ Pfliiger’s tubules”? are columns or clusters of cells derived 
from the odgonia, separated off by means of the stroma cells. The growth of the 
stroma and germ cells is mutually correlated throughout the development of the 
ovary. The follicle cells, which form the cells of the stratum granulosum, are 
derived from the odgonia and not from the stroma. The latter are only supporting 
and vascular. The reserve cells (odgonia and regressive odcytes scattered throughout 
the ovarian tissue) may function as follicle or as interstitial cells. They may become 
absorbed as pabulum for the developing odcyte. The primary odcytes undergo 
transformations in their early maturation stages, which correspond to the prophase 
of the heterotypical divisions occurring in plants and animals. The stage of synapsis 
is, according to the author’s researches, the most prolonged and of the most 
importance. This agrees with Berghs and others. The chromatin filaments undergo a 
pseudo-reaction during this stage, and they further undergo apparent longitudinal 
division in the stage following the formation of the thick spireme. The nucleolus 


* “tn this latter point I differ from von Winiwarter.”—(Author.) 
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persists during all the stages of transition of the nucleus, although its staining 
capacity may vary. The author could not find any evidence in the medullary cords 
of the presence of cells which may lead to the formation of primary odcytes. The 
glandular structures in the hilum are the remains of the Wolffian and rete tubules. 
A.D. 


Autoplastic Ovarian Transplantation. 

Narrrass (Rep. Physiological Laboratory, University of Melbourne, June 1910) 
publishes a report of some importance, being a complete record of nine experiments 
made to see the effects of autoplastic transplantation on the ovary and its functions, 
in other words to note what happens when that organ is excised and grafted on to 
other parts of the same subject. The report is illustrated by thirteen good photo- 
micrographs by W. J. Owens Nattrass was careful about the selection of subjects. 
In Canis the anatomical relations of the ovary give rise to difficulties about perfect 
excision, in Cavia there are similar objections, but Lepus allows of complete excision 
with the greatest ease. Ether on an open mask is the best anesthetic for a rabbit, 
and as that animal feels shock very acutely it must be kept warm by artificial 
means and well fed for several days. Nattrass did not lose a single rabbit, and the 
care about counteracting the effects of reaction no doubt ensured the nutrition of the 
transplanted organ which otherwise might have been badly prejudiced. Nattrass 
successfully grafted the ovary on to the external oblique, so as to be subcutaneous, 
and on to the peritoneum, kidney, spleen, periosteum and external intercostal muscles, 
When examined shortly after the transplantation fatty degeneration of the cells of 
the stroma was detected, causing the organ to become slightly swollen. The degree 
of swelling was in inverse ratio to the vascularity of the tissues on to which the 
ovary was transplanted, being most marked in the subcutaneous and least in the 
splenic grafts. When examined later after the transplantation the ovary was found 
diminished in size. There was an increase in the amount of fibrous tissue, and 
progressive absorption and repair of pathological products, and a continued develop- 
ment of egg-cells, and production and maturation of Graafian follicles, although 
never to the same degree as in the ovary before transplantation. The graft becomes 
firmly adherent to the adjacent tissues by dense fibrous bands, plainly discernible by 
the fourteenth day. At first, the graft is nourished by transudation of fluid from 
the lymph-spaces of the adjacent tissue, hence the periphery of the ovary, the 
egg-bearing part, always retains its vitality. Ultimately blood-vessels become devel- 
oped and vascular union established, the graft thus receiving blood from the arterial 
system. The ninth experiment was on a fox terrier bitch. Its ovaries were removed 
from the abdominal cavity. The right ovary was fixed subcutaneously on the right 
external oblique muscle and the left was placed in the sheath of the left rectus 
abdominis. The ovaries were examined 370 days later, the animal being watched for 
a year. (strum was observed three times with sanguineous discharge and vulvo- 
vaginal congestion and inclination towards the male. Hence the transplanted ovaries 
continued to carry on their functions as organs of internal secretion and to regulate 
the sexual life of the animal. The ovaries in this case showed no evidence of fatty 
degeneration, and contained some large Graafian’ follicles, and a great number that 
were smaller and altered in shape, their sides being pressed together in such a way 
that the cells of the membrana granulosa were arranged as columns or cylinders. 

Nattrass believes that his experiments prove that autoplastic transplantation of 
the ovary might be practised even with greater success in gynecological surgery. 
It can be performed with ease and rapidity without prolonging the operation for 
more than a few minutes. The ninth experiment showed that the grafted ovary 
continues to contro] the sexual life of the individual. In instances where it is desired 
to induce sterility, for deformed pelvis for example, transplantation seems an 
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alternative to the present method of treatment. In hysterectomy and ovarian disease 
grafting may prove very valuable. Yet Nattrass considers that autoplastic grafting 
has not so wide a field of usefulness as homoplastic grafting, that is, transplantation 
of an ovary from another subject of the same species. 

[These experiments are of interest, especially the ninth where the sexual physio- 
logy was mot disturbed. The author however brings forward no clinical evidence as 
he relates no case where the subject was human. In woman, we must note, the graft 
may become so tender as to require excision, as in Sauvé and Quénu’s case (JOURNAL, 
vol, xvii, p. 244), but in that instance the graft was examined and little evidence 
of regeneration of follicles could be detected. By Nattrass’ method, which should 
be studied in detail, it appears according to the photo-micrographs that the Graafian 
follicles and ova develop very well. If so, we might expect the best possible results 
to follow autoplastic grafting in women.—Rep.] A.D. 


Retrogressive changes in lutein cysts following Hydatidiform Mole. 

Santi (Zeitschr. f. Geb. u. Gyn., Bd. Ixvii, Hft. 3) discusses the frequent 
association of these two conditions, and refers particularly to a number of cases in 
which ovarian tumours, present at the time the mole was removed, have ‘‘involuted”’ 
and disappeared during the puerperium. He had the opportunity of studying the 
ovaries in a case where the mole was soon followed by chorionepithelioma, necessita- 
ting complete removal of uterus and annexa. The ovaries were enlarged and very 
cedematous and showed marked sclerotic changes. From a study of a number of 
lutein cysts in them he concludes that the follicles in these cases become filled with 
thin edematous connective tissue in place of the fluid, and on the occurrence of 
pregnancy the follicular changes, which usually do not extend beyond the tenth day 
of the puerperium, persist so that they are perceptible even after two months. 

R. W. J. 


Suppurating aseptic broad ligament cyst. 

Cuamayon and JourniER (Soc. d’Obst. de Gyn. et de Paed. de Toulouse, 1910, vol. 
xii, p. 301). The authors report the case supposed to be that of an ordinary broad 
ligament cyst which at operation was found to be unilocular and to contain purulent- 
looking fluid which on culture proved to be absolutely sterile. 

There was no evidence to lead them to suppose that the tumour was a pyosalpinx 
or a suppurating ovarian cyst; at the same time there was nothing to account for the 
morbid contents, for the mass was not adherent and was quite clear of the rectum 
and intestines, and the Fallopian tube on the same side presented no abnormality. 
They believe therefore that the infection must have taken place by the blood-stream, 


J.B. 


Fibroid of the Ovarian Ligament. 

Manton of Detroit (Z’rans. Amer. Gyn. Soc., vol. .xxxv, 1910) operated for a 
tumour of this type on an asylum patient the nature of whose mental malady is not 
stated. She was 47 years old, and had borne two children and never aborted. She 
complained of severe pelvic pains, numbness and loss of consciousness. [The third, 
and possibly the second symptoms, must have been due to the general, not the local 
disease.—Rep.] On pelvic exploration a solid, fixed mass as big as a small orange 
could be defined to the right of, and slightly separated from, the uterus. It 
appeared to be intraligamentous. The cervix uteri bore an old bilateral laceration 
and a polypus protruded from its canal and there was a neglected incomplete lacera- 
tion of the perineum. These morbid conditions being first rectified, the abdominal 
cavity was opened and a tumour five inches by three in diameter was found on the 
right side, attached to the broad ligament by a pedicle so narrow as to give it the 
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appearance of being sessile. The ovarian ligament was completely incorporated with 
it, no trace of its normal anatomical structure remaining; the ovary was cirrhotic. 
The left ovary and broad ligament bore no new growth. The tumour when fresh 
was firm, white, and glistening. The vermiform appendix was long and showed 
signs of old inflammation. Heneage Gibbes examined the tumour. It was made 
up of young connective tissue cells, in some parts almost embryonic. There was 
but little interstitial tissue. The tumour was extremely vascular. Pathologically it 
was a rapidly growing fibroma. S1rzenrrey has recently repiorted (Zeitscht. f. Geb. 
u. Gyn., vol. Ixvii, 1910) a case of adenomyoma of the ovarian ligament three inches 
in its longest diameter. A.D. 


Dermoid or Epidermoid in Pelvic (Vesico-Uterine) Connective 
Tissue. 

Srrzenrrey (“Drei seltene Geschwiilste,” Zeitschr. f. Geb. u. Gyn., vol. Ixvii, 
1910, p. 46) reports an instance where a new ovarian dermoid developed in the 
pelvis external to the peritoneal cavity. It was a true dermoid, different from the 
well-known type of tumour of the ovary which is now ranked as a teratoma by 
Shattock and other general pathologists. Sitzenfrey names his tumour an epidermoid 
des antecervikalen Bindegewebes. The patient was a single woman aged 37, who 
had been troubled for about six months with frequent desire to make water. The 
periods were irregular, excessive and painful. The hymen was intact, the cervix was 
displaced upwards and backwards. <A spherical mass was definable between the 
bladder and the cervix, the catheter proving that it lay behind the former. It was 
not quite symmetrical, lying more towards the left than the right of the middle 
line. Inferiorly it bulged into the vaginal canal, extending down to within an inch 
of the vulvar cleft. It was damenfaustgross (a somewhat indefinite measurement) 
and seemed to be cystic. The tumour was removed by Kutz of Frankfort, who 
enucleated it through an incision in the anterior vaginal wall. It was found to be 
a cyst, and it burst during enucleation, letting out a mass like a ball of dough, 
resembling the soft material contained in commoner dermoid cysts and mixed with 
much cholesterine. Portions of the cyst wall proved difficulé to set free from their 
connections. The vaginal incision was partly closed with sutures, and the wound 
was packed with gauze. The uterine cavity measured 3} inches, the curette was 
applied to the endometrium. Convalescence was speedy. The ‘cyst was much 
lacerated externally. From its inner wall grew a solid mass bearing on its free 
surface hemispherical outgrowths, shining like white silk. The mass measured 
24 inches in its largest diameter, by 13, by 1 inch. Its cut surface appeared distinctly 
laminated to the naked eye. Close to it, five similar masses, the largest as big as a 
hazel nut, sprang from the inner wall of the cyst, which was white and shiny. The 
histological appearances of the solid mass are described and figured. The tumour 
was made up of two distinct tissues, connective-tissue, and pure epidermis without 
any trace of epidermic appendages. The two tissues, packed closely, grew into each 
other, forming involutions of every kind of shape, and also very irregular’ cavities 
filled with cast-off epidermic cells, some with, others without nuclei. The cyst wall 
bore epidermis on its inner surface, reduced at points to a single layer covering the 
basement membrane; Sitzenfrey detected some giant-cells associated with the pave- 
ment epithelium, like the giant-cells noted by Risch in traumatic epithelial cysts of the 
vagina. Sitzenfrey’s dermoid was probably developed as a diverticulum from the 
urogenital sinus, for diverticula of the vagina are known to exist and the pavement 
epithelium of the vagina, as in this cyst, does not bear epidermic appendages. 
' [See A. Keith, “A Demonstration of Specimens illustrating Cysts of the Female 
Appendages,” Journat, Vol. xviii, p. 249. “We cannot, however, be too careful 
lest we should fall into error about homologies, because great proliferation of 
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epithelium occurs in feetal life, clogging the vagina.” Keith is speaking of vaginal 
cysts, near the urethra, ascribed to Skene’s tubules held to be homologues of the 
prostatic tubules. Such cysts, “and some other cysts preserved or reported, may 
have been developed out of epithelial invaginations.” In other words, they might 
have been identical with Sitzenfrey’s cyst.—Rep.] A.D. 


The Evolution of Obstetrics in France. 

Bar (L’Obstétrique, Jan. 1811), in an opening address at the Clinique Tarnier, 
draws the attention of his students to the trend of obstetrical science to become 
more and more surgical, hence the necessity of skilled accoucheurs being skilled 
surgical gynecologists as well as physicians. The general practitioner will not find 
it possible to do many of the necessary operations at the patients’ homes. It is 
necessary accordingly that there should be hospitals within the reach of every 
lying-in woman in the country. E. H. L. O. 


The renal activity in pregnant and puerperal women. 

F. C. Gotporovcs and F. C. Arntey (Jour, Amer, Med. Assoc., 1910, Vol. lv, p. 2058). 
The tests were carried out as follows :—Patients were given about 400cc. of water 
by the mouth in order to ensure free flow of urine. The bladder was emptied by 
means of a catheter and 1 cc. of a solution containing 6 mg. of phenolsulphonephthalein 
to the cubic centimetre was injected subcutaneously. The time of injection was 
noted and the urine as it is secreted is allowed to drain through’ the catheter into a 
test tube containing one drop of a 25 per cent. solution of sodium hydroxide. 
Comparison is then made with a standard solution by means of a Duboscq colorimeter. 
As a result of this investigation the authors find that normal obstetrical patients 
eliminate the drug more slowly than normal non-pregnant patient, and in the last 
month of pregnancy the power to eliminate this drug may be very low and falls 
far below the limits set for non-pregnant individuals. They consider this test should 
be applied with great caution in toxemic cases, although it is possible that further 
study will show that it may afford valuable diagnostic and prognostic information. 

C.N.L. 


The thyroid and para-thyroid glands in relation to pregnancy and 
the puerperium. 

CruLLto (La Ginécologia Moderna, October and November 1910) discusses, as in 
the case of the pituitary body, views ancient and modern regarding the function of 
the thyroid and parathyroid glands, showing that the influence of the latter in 
pregnancy and the puerperium has only recently been investigated. He then proceeds 
to describe his own researches conducted on guinea-pigs, and with still greater success 
on cats, as in them changes in both glands were very marked during and after 
gestation, 

Along with other investigators, he is led to conclude; that im pregnancy (1) the 
thyroid hypertrophies, softens, and becomes more vascular; microscopically its 
capillaries are seen to be dilated and full of red globules; (2) its functional activity 
increases, as is indicated by an increase in secretion (a) of granules, “ fuchsinophil,” 
“‘plasmosome,” or true fatty granules, and (b) of colloid substance, which so distends 
its containing cells that they press on each cther and obscure surrounding connective- 
tissue cells. Unlike previous investigators, he cannot say that one or other of these 
two aspects of secretion becomes especially prominent. Augmentation seems to be 
either equal or indifferent, neither can be regarded as typical. In the puerperium 
this hyperactivity persists, though to a lesser degree than during pregnancy, being 
greater in lactating than non-lactating animals. The histologic mechanism is the same 
as in pregnancy. 
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With regard to the parathyroids, he finds that in all sections taken from pregnant 
animals there are no signs of increased functional activity, as compared with sections 
taken from normal animals. During the puerperium, and especially during lactation, 
important modifications are found. The glands then become hypertrophied and 
hyperemic, and show, as a characteristic feature, follicles with a central cavity full 
of colloid secretion. Karyokinetic figures are not seen. The fundamental cells are 
larger than in the normal state, and have a clear and hypertrophied nucleus. The 
chromophil cells are more numerous and full of fuchsinophil granules. Similar 
granules are seen in the intercellular spaces and even in the blood-vessels. The 
colloid secretion differs in no way from that found in the thyroid. In the normal 
parathyroid fat is found as drops and granules in the cells. This fat is mainly 
soluble or of the nature of lecithin. Iu pregnancy fat secretion does not increase, 
but in the puerperium it does, especially during lactation. 

What conclusions can be deduced therefore with regard to the respective functions 
of the thyroid and parathyroid? According to the hypothesis of Vassale and 
Generali the thyroid has a trophic function, the parathyroid and antitoxic. The 
during pregnancy there is a greater quantity of poison in the circulation than in the 
normal state. Why then in such a period do we find a hyperfunction of the trophic 
organ and not of the antitoxic? If 1t be remembered that in cases of infectious 
disease and in artificially produced toxemias, hyperactivity of the thyroid constantly 
occurs, while no such change is found in the parathyroid, the doubt remains whether 
the importance of the thyroid may not be minimised, and whether the parathyroid 
is really so anti-toxic as the brilliant experiments of Vassale and others seem to 
prove. 

It is probable that both glands have an important effect on the process of lactation, 
though their exact function in this relation has not been determined. Such a 
beneficent influence seems also to be exerted on the young organism, as recent 
experiments of Almaglia tend to show. After removal of the thyroid apparatus from 
puppies they showed no ill-effects while being suckled, but when this was suddenly 
stopped the animals died a short time after with characteristic symptoms. Almaglia 
concludes that the mother’s milk furnishes to the young certain protective substances 
of which removal of the thyroid and parathyroid deprive them. He also concludes 
that the mother’s milk contains substances secreted by these important organs. 

J. H.F. 


The pituitary body considered in relation to pregnancy and the 
puerperium. 

Crutto (La Ginecologia Moderna, August 1910) gives a historic sketch of ancient 
and modern views regarding the function of the pituitary body, and shows that only 
recently has its relation to the generative organs been established. The study of its 
modifications during pregnancy and the puerperium is still more recent, and 
conclusions have been drawn chiefly from clinical and post mortem observations and 
rarely from experimental data. Under these circumstances it could not always be 
positively stated that pituitary hypertrophy was due to pregnancy and not to the 
disease which caused death, since certain toxic states have been known to cause 
pituitary enlargement. For the same reason it is not surprising to find considerable 
difference of opinion regarding histologic changes (a) in the cell elements of the 
gland, and (6) in its secretions. Some investigators hold that under the stimulus of 
pregnancy new eosinophil cells appear, the ‘‘siderophil’’ or ‘‘cianophil” cells (Launois) 
or “cells of pregnancy” (Erdheim) ; others that these are modifications of the normal 
cells. Some assert that increased colloid secretion is the chief change due to 
pregnancy; others deny increase or even existence of colloid material. Few have 
studied the secretion of fat, and have regarded it as a degenerative or a post mortem 
change, 
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With a view to a more exact determination of histologic changes, Ciullo has 
conducted a series of investigations on sections made from pituitary bodies of rabbits 
and guinea-pigs before, after and during pregnancy. In common with most other 
investigators he is led to the following general conclusions :—(1) During pregnancy 
the gland evidently increases in function, becomes more richly vascular and hyper- 
trophies ; (2) during the puerperium it tends to revert to its normal state, but, unlike 
the suprarenal, it does so gradually, and the change is especially slow in animals 
which suckle their young; (8) the process of restitution is never complete, and the 
effects of successive pregnancies are cumulative, so that the pituitary body becomes 
very voluminous in pluripare. 

As regards minute changes, after fixing and staining by several methods, Ciullo 
finds: (1) A type of cell whose protoplasm stains neither with eosin, acid fuchsin, 
nor ferric hematoxylin. (2) A cell type of which the granules do stain with all these 
media, and in such cells there are subvarieties, differentiable through the effects 
of acid fuchsin and ferric hematoxylin on the nuclei and cell protoplasm. (38) A 
constant type of cell somewhat smaller with a small and strongly hyperchromatic 
nucleus and granular protoplasm. It would therefore appear that in normal animals 
there are two main types of cells: (a) cells in repose (hauptzellen); (6) cells in 
secretory activity, the nuclei and protoplasm of these varying according to the degree 
of activity. The new cells “siderophil,” “cells of pregnancy,” etc., are probably 
different stages of actively secreting cells. (4) In the normal state no colloid material 
was found in sections from either guinea-pigs or rabbits. In sections from the 
former only was it noted in relation to pregnancy and the puerperium, being found 
in vesicles at the periphery of the cell. There is therefore an increase in colloid 
secretion during pregnancy and after, but not enough to warrant the opinion that 
this secretion is the chief modification. (5) Secretion of fat occurs in the normal 
pituitary body and increases in pregnancy, the fat being of two kinds—soluble fat 
(lecithin) and stable fat (olein). During the puerperium this secretion diminishes 
more rapidly in non-lactating animals, but it remains relatively abundant and 
consists chiefly of lecithin. In lactating animals secretion of fat persists, though in 
less degree than during pregnancy, and the fat is chiefly olein. The question arises as 
to the reason for this difference between the secretions in lactating and non-lactating 
animals. If certain of the lipoids exert a protective action against certain poisons it 
is possible that the continued secretion of soluble fat in non-lactating animals is an 
effort of nature to counteract a continued accumulation of toxic products in the blood. 
Is it possible that in the case of lactating animals there is no such accumulation of 
toxin, and more stable fat is secreted which has no protective action but is related 
to the process of lactation? For the present the question must remain undecided. 

J. H.F. 


Fibromyomata of the Uterus complicating pregnancy, labour and 
the puerperium. 

Rateg Watpo Losenstine (Amer. Jour, of Obstet., Jan. 1911), in a lengthy 
paper based on 100 cases at the New York Lying-in Hospital, comes to the following 
conclusions :— 

1. A myomatous condition of the uterus predisposes to sterility. 

2. The tendency to abortion is increased. In the bad cases, both spontaneous and 
artificial abortion may prove difficult to handle per vias naturales and most dangerous 
to the life of the individual. In the severe cases, when it is difficult to gain access 
to the cavity of the uterus proper, and in the presence of real hemorrhage, laparotomy 
is the operation of choice. 

3. The great majority of the cases that do not abort early proceed through 
pregnancy, labour and the puerperium with few or no symptoms; therefore operative 
interference is but rarely indicated during pregnancy. Myomectomy is rarely 
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indicated, and occasionally it may be necessary to perform hysterectomy, but as 
@ rule conservatism should be the watchwerd. 

4. When delivering avoid all possible trauma to the tumour, 

5. With the development of the symptoms of gangrene in a myoma during the 
puerperium, operate early to save the life of the patient. S.J.A. 


An attempt to cure the intoxications of pregnancy. 

Mayer and Linser (Muench, m. Woch., No. 52, 8. 2757).—This paper deals with 
the treatment of a case of herpes gestationis. We know that from the nesting of the 
ovum in the uterine wall and from the placenta result tissue metabolisms which 
may be toxic to the mother. Nothing has so far been found chemically in the 
placenta or its juice which is different in the eclamptic or non-eclamptic normal 
placenta. That is, we have no definite knowledge. Some say that the eclamptic 
changes occur in the mother’s blood and that chorionic villi break loose into the 
maternal blood stream and usually cause no harm, but if the antiferment formation 
of the mother’s blood is not of corresponding amount then toxic effects follow. The 
known toxic effects are the autolytic processes in the liver. Some say that the 
chorionic epithelial cells are merely like any other cell in the blood stream, and only 
when some morbid degeneration of them occurs do toxic effects follow. In any case 
there is foreign albumen in the maternal blood in all these toxic states of pregnancy. 
Of skin lesions herpes gestationis is specially belonging to this group. Such a case 
came in in the sixth month of pregnancy, and the attempt was made to treat the 
condition by injecting serum of pregnancy of a healthy woman. The author thought 
that the anti-ferments were probably absent, which in a normal case are present and 
counteract the foreign albumen. So that by injection of normal serum of pregnancy 
he hoped to get the toxins neutralized. A marvellous cure followed the injection 
of normal pregnancy serum, and if this is not an accidental case it is possible that 
the means of curing the other toxemias of pregnancy may be found. Herpes 
gestationis is very often fatal from sepsis, albuminuria, and exhaustion. When 
labour is over the herpes quickly heals up, but induction of premature labour is not a 
light matter owing to the sepsis present. This patient was given 10cc. of normal 
serum intravenously with no result. Then 10cc. of normal pregnancy serum was 
given with some benefit, and in three days 20cc. of same serum was given; the 
sore healed and the patient and child within her became full of life again. She had 
a relapse five weeks later, which again disappeared with pregnancy serum. The 
labour came on seven days after the injection and was normal. The child was 
17°5 inches long, and weighed 44 pounds. Either by this direct example or by working 
on its ground we may hope favourably to treat and prevent hyperemesis, eclampsia, 
albuminuria and other toxic lesions of pregnancy. F. E. 


Treatment of Eclampsia. 

Epwin B. Cracin and Epwarp T. Hutt (Jour, Amer. Med. Assoc., 1911, Vol. lvi, 
p. 5).—The main point in this paper is a comparison of the dangers of chloroform 
and of ether in cases of eclampsia. The paper is very interesting and suggestive 
and illustrated by photographs of sections of the liver and kidneys of eclamptic 
patients and dogs which were used for experimental purposes. The writers insist 
on the importance of the degeneration of the liver in cases of eclampsia, and their 
experimental work on dogs shows that these degenerative changes are much more 
marked in cases where chloroform has been given than in cases where ether has been 
used. One is much impressed with the danger of giving chloroform in any cases of 
toxemia of pregnancy by the perusal of this paper. During the past year 20 cases of 
eclampsia have been treated at the Sloane Maternity Hospital. In the treatment of 
these patients no attempt was made to control the convulsions by means of an anesthetic.. 
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This end has been sought through lowering the blood pressure and quieting the 
nervous system by the use of veratrum, chloral and nitro-glycerine. Ether was used 
whenever an anesthetic was required for delivery. Of the 20 patients only one died, 
and she was practically moribund when brought to the hospital with jaundice, 
vomiting, bloody urine and the liver necrotic. In the last twenty cases in which 
chloroform was used there were five deaths, or a mortality of 25 per cent, C.N.L. 


Vaginal Czsarean section in Eclampsia. 

Rvesen Peterson (Jour, Amer, Med. Assoc., 1911, Vol. lvi, p. 1).—The operation 
is indicated in cases where the cervix is rigid and haste is necessary. The paper is 
illustrated by a number of diagrams which clearly show the steps of the operation. 
The vaginal orifice and the vaginal canal are first of all dilated; the anterior lip 
of the cervix is seized and drawn downwards to the vulva. In cases where the 
cervix cannot be drawn down the operation is contraindicated. A transverse incision 
is made through the vaginal mucous membrane at the vaginal juncture. The bladder 
is then pushed out of the way. This part of the operation is generally easy on 
account of the vascularity of the tissues due to pregnancy. The bladder is then 
held out of the way by means of a retractor. The cervix and the lower uterine 
segment are now split upwards in the median line for about nine centimetres. Care 
should be taken to make the incisions exactly in the median line, in which case 
there will be little or no hemorrhage; and the incision should be made with scissors, 
using the finger as a guide to avoid rupturing the membranes. In cases where the 
operation is performed during the last month of pregnancy, the posterior lip should 
be incised as well. Exfraction of the child may be by forceps or by version, and 
after removal of the placenta the incision should be sutured by catgut. C.N.L. 


Czsarean section. 

Kovuwer, Utrecht (Z’Obstétrique, Jan. 1911) gives an account of 60 cases of this 
operation in his own clinique. In four cases spinal anesthesia was employed; in the 
majority the uterus was brought out of the wound before it was incised ; the incision 
was always longitudinal and the silk suture went down to the decidua. Drainage 
was never used, nor was the patient ever sterilized unless it was found necessary to 
remove the uterus. The patient usually received ergot before operation: in a few 
cases adrenalin was injected into the uterine muscle. Operation was always post- 
poned till the onset of labour. The 60 cases occurred among 18,200 labours since 1899. 
Kouwer prefers the classical Cesarean section to the extraperitoneal suprasymphyseal 
operation, which last he considers more dangerous, E. H. L. O. 


Czsarean section. The advantages of extraction of the Uterus. 
Garipuy (Soc. d’Obst. de Gyn. et de Pad. de Toulouse, 1910, Vol. xii, p. 287).— 
Garipuy has operated upon one case in this manner, and has convinced himself of its 
advantages. The uterus is pulled out through a long abdominal incision before it is 
itself incised. He claims for this method that although the operation is more lengthy, 
the advantages are (a) the situation of the required uterine incision can be accurately 
determined ; (6) the abdominal opening can be temporarily closed and the peritoneum 
more easily protected. This is of special importance in septic cases. He suggests 
that the following points of operative technique should be adopted : (a) The patient 
should be in the Trendelenberg position; (b) the abdominal incision should mot be 
longer than is absolutely necessary ; (c) the uterus should not be pulled too far through 
the wound for fear of damaging the lower uterine segment and the broad ligament; 
(d) extraction of the uterus should be performed in an interval between the uterine 
contractions. J.B. 
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Czsarean section. The pregnant uterus lying within an umbilical 
hernia. 

J. H. Carstens (Amer, Jour, Obstet., Jan. 1911) reports a case of this rare 
condition. The patient was a very big woman, weighing 290 pounds. She had a 
pendulous abdomen hanging nearly down to her knees. There was a large umbilical 
hernia through which the uterus projected, and she was at the end of pregnancy. 
On vaginal examination the cervix could not be reached, the vagina seemed to be a 
long thin tube, and on account of adipose tissue it was impossible to make out 
anything except that she was pregnant. Most of the uterus was in the umbilical 
hernial sac. 

A few weeks from the time of her first visit she was admitted to hospital. Feetal 
life had ceased. After the patient was anesthetized the pendulous abdomen was 
lifted as mearly into a proper position as possible, an incision 6 inches in length was 
made from the umbilicus downwards. The abdominal wall was so thin and stretched 
that the uterine wall was quickly reached. The whole uterus was found to occupy 
the hernial sac, which made it evident that it would have been impossible to deliver 
her by the natural passages. 

The uterus was opened, and the dead fcetus, placenta and membranes were 
extracted, the uterus being closed with a suture of No, 3 catgut. 

The hernia was next operated on, but on account of the great amount of 
stretching, absorption of muscle, and infiltration of fat it was impossible to perform 
a complete operation. 

The patient made a rapid and complete recovery. 8. J. A. 


On extraperitoneal Cesarean section and Hebosteotomy. 

A. Dépertern (Monats. f. Geb. u. Gyn., Bd. xxxiii, Heft1,p.1). Prof. Déderlein, 
after commenting at some length upon the changes which have gradually evolved in 
obstetric operative procedures during the last quarter of a century or thereby, 
proceeds to deal with the history of extraperitoneal Cesarean section and points out 
that two principal methods have been suggested and followed out. In the first place 
Frank proposed and Sellheim carried out a plan whereby it was possible by dissection 
and separation of the bladder peritoneum to reach down extraperitoneally directly 
above the symphysis upon the cervix and to deliver the child by an incision made 
therein. Further experiences of this plan has shown that it predicates a far reaching 
extension of the bladder fold of the peritoneum on the uterus and that for the most 
part it was necessary to open into the peritoneum in order to reach the uterus. To 
avoid the soiling of the peritoneal cavity which usually followed Veit stitched up the 
parietal and visceral layers of the peritoneum. 

The other method has been adopted independently by Latzko and Déderlein ani 
the former has claimed priority, but when the history of gynecology and obstetrics 
is closely studied it appears that this idea is by no means new, but was suggested 
and carried out in a large number of cases with even most of the present day 
modifications nearly a century ago, just as subcutaneous pubiotomy can be traced to 
the suggestion of Stolz in the middle of last century. Passing over historical details 
we come to Professor Déderlein’s description of his technique as carried out and 
apparently perfected by him after the experience of 32 cases. 

With elevated pelvis, an incision is made in the inguinal region parallel to Poupart 
from the anterior superior spine to the symphysis; usually this is done upon the 
right side, as there is no real basis for E. Martin’s objection that in pregnancy the 
bladder lies nearer to the right than to the left, and in any case it can be easily 
pushed out of the way, but the left side is just as suitable as the site selected for 
operation. In his first three cases he employed the incision of Pfannenstiel but 
thereafter adopted the inguinal one. Skin, superficial fascia, external and internal 
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obliques are cut through with little injury to the musculature as the fibres are met 
with in their longitudinal direction, the rectus escapes injury altogether as it can be 
drawn to the side of the wound, and the transversalis shows only a few fibres in 
the field of operation. The epigastric vessels are cut after ligaturing. Blunt dissec- 
tion now lays the space open and frees the parametrium so that the lateral border of 
the bladder appears towards the median side, laterally the large vessels running on 
the pelvic wall are visible, and usually at this stage the round ligament is seen 
which, if necessary, may be cut through after ligaturing, if it comes in the way as 
in one case; usually, however, it can be pushed to one side. The ureter is not visible. 
The peritoneal reflection appears in the upper part of the wound and can be easily 
pulled up with a retractor. This fact particularly reveals the difference between the 
lateral and the median incision, since in the latter the reflection is often difficult to 
find, whereas in the former it is practically out of the field of operation altogether. 
The next step is to incise the wall of the uterus one to two fingers breadth from 
the right lateral border of the bladder, and this can be accomplished easily in the 
absence of uterine contractions as the wall is thin and usually made prominent by 
the foetal head. Usually a few light strokes of the scalpel are sufficient to expose 
the hairy scalp, and this can be done with practically no loss of blood. Occasionally 
however a vein of larger size may cause trouble in a modified measure, and in the 
author’s seventeenth case he met with such violent hemorrhage that it was impossible 
to proceed, so that having packed the wound temporarily, he proceeded to perform 
the classic operation and then found little difficulty in arresting the bleeding in the 
primary wound, while the mother made a perfect recovery. Had this case been his 
first the author avers that he would have given up the method altogether. The case 
seems to have been the exception to the rule, and may have been due to some varicose 
conditions in the parametrium. 


The patient is now reversed in position, the pelvis being lowered and delivery 
accomplished by forceps in the usual manner, sometimes a difficult proceeding if the 
child is large, and it might be possible to simplify extraction by version if the waters 
have not escaped. Sometimes during this stage the wound may be torn in an upward 
direction with injury to the peritoneum, but this is of little consequence as it is at 
once recognised when the toilet of the wound is begun and any tear is quickly sewn 
up. No percolation of blood or amniotic fluid into the peritoneal cavity is possible 
during the few moments that the tear exists as the edges are firmly pressed 
together during the extraction. The patient’s pelvis is again elevated, the wound 
cleansed, the placenta removed by pressure or manually, the uterine cavity plugged 
with iodoform gauze which is continued down through the cervix and the vagina to 
the exterior. The edges of the wound are then caught up and pulled into view when 
as a rule the os appears as it is in close proximity to the lowest end of the wound. 

The author does not find any value in the incision of the cervix as recommended 
by Dihrssen-Solms. 

The uterine wound is closed by a single continuous catgut suture over which is 
laid a second similar one, by which the loose connective tissue over the bladder is 
brought over the wound, and with it is pulled up the bladder also. An iodoform 
drain is put in position and the parietes are closed in the usual manner. 

Of his 32 cases he lost three mothers and two infants. The advantage of the 
method consists in the entire obviation of any risk to the peritoneum from infection 
or irritation. Bumm lately stated that he considers that even the pure fluid of the 
amnion is not harmless to the peritoneum. The disadvantage is the complicated 
technique required and also the fact that primary healing of the cellular tissue is 
unfortunately rare equally whether drainage has been used or omitted. The author 
has come to the conclusion that drainage is necessary. Subjectively as proved by 
results the method is preferable to the classic one. 
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With regard to pubiotomy opinions vary, some thinking that it is past and done 
with, but of late it has reappeared in literature. Schauta reports 50 cases without a 
death, Fritsch 34 cases with 1 fatality, Leopold 85 cases with 2 deaths, and so on. 

Déderlein’s experience extends over 53 cases with one fatality. He considers that 
forceps delivery should immediately succeed the operation, and that the method is 
better suitable for multipare than primipare in whom Cesarean section seems 
preferable, and would state his finding as follow : that the procedure be reserved for 
multiparous women with contracted pelvis with true conjugate not under 7cm. In 
this way complications of the bladder ureter, with severe hemorrhage and extensive 
vaginal tearing, may be avoided. If sepsis already exists both pubiotomy and 
Cesarean section are to be avoided as productive of grave maternal risk, and evis- 
ceration is to be preferred. W.R.P. 


Pubiotomy. 

Srrocanorr (Gyneekologische Rundschau, Heft 2, Jahrg. v) describes 13 cases, in 
which pubiotomy was performed by himself, or which came under his personal 
notice, and he reviews the literature on the subject. He gives a detailed and valuable 
comparison of pubiotomy with the alternative procedures, Cesarean section, high 
forceps, prophylactic turning, induction of premature labour, and craniotomy. 

The complications associated with the operation are divided into three groups :— 


(1) Those occurring during or immediately after the operation, There may be 
severe jwemorrhage. Out of 510 cases it was fatal in 2. Laceration of the birth canal 
or of the bladder is not infrequent. 


(2) Those occurring in the puerperium. Fever occurs in half the cases. Retention 
of the lochia is present in a considerable number of cases, as also inflammation in the 
bone. This may be followed by sequestrum formation. There may be a spread of 
the infection with a pelvic cellulitis. 

(3) At a later period there may be unpleasant sequele because of a fibrous union 
of the bony ends. As in symphysiotomy this operation predisposes in some cases to 
a downward displacement of the pelvic viscera. The risk is, however, not so great 
with pubiotomy. Im some cases (9 out of 120) there may be the production of a 
hernia between the fibres of the divided rectus muscle or between the bony edges. 
In rare cases a new formation of bone may narrow the pelvic diameters. 

The author discusses the question whether it is wise to attempt to obtain a fibrous 
union of the bony edges, by which, as the result of the separation which can take 
place, the subsequent births are rendered easier. He says that at present it is 
impossible to pronounce a definite verdict on this point, but he says that the nearer 
the ends of the bone the greater the chance of primary union and the less the 
chance of a subsequent herniation. The wide separation of the edges, which pre- 
disposes to a fibrous union, disturbs the mechanism of the skeleton and the normal 


movements, and in this way the woman may pay too dearly for any increase in the 
pelvic diameters. 


The main conclusions of the author may be summarised as follows :— 
(1) Pubiotomy constitutes a valuable addition to operative midwifery. 


(2) In general, the maternal mortality is twice as small as in Cesarean section, 
13-2 times greater than in high forceps and prophylactic turning, and considerably 
greater than in induction of premature labour, 

(8) The smallest foetal mortality is found in Cesarean section; it is 2-3 times 
greater with pubiotomy. With high forceps the fcetal mortality is 3 times greater 


than with pubiotomy. The fcetal mortality is still greater with induction of 
premature labour. 
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(4) For the successful performance of pubiotomy a conj. vera of 7cm. in a flat, 
and 7'5cm. in a generally contracted pelvis, is required. 

(5) The purely subcutaneous operation (Stichmethode of Bumm and Leopold) gives 
the best guarantee of an aseptic wound and it is therefore to be preferred. J. Y. 


The Treatment of Concealed Accidental Hemorrhage. 

Lequevx (Bulletin de la Société d’Obstétrique de Paris, etc., No. 9, December 
1910). After describing a case of retroplacental hemorrhage during the eighth 
month of pregnancy in which he performed Cesarean section, Lequeux discusses the 
treatment of this condition in a communication to the Obstetrical Society of Paris. 
His conclusions are as follow :— 

(1) It is advisable whenever possible to terminate labour per vias naturales 
without the use of the scalpel. 

(2) If conditions do not allow of this and it is necessary to effect delivery rapidly, 
then recourse should be had to obstetrico-surgical methods. 

(3) If infection is probable, the membranes ruptured or the hemorrhage of any 
long date, vaginal Cesarean section is the operation of choice. 

(4) If the patient is neither infected nor in a condition of extreme shock; further- 
more, if the membranes are intact and the bleeding recent but profuse, then 
abdominal Cesarean section should be performed. 

(5) When, in the course of a classical Cesarean section for this condition, the 
operator finds a uterus which is a potential source of danger, either as a cause of 
secondary hemorrhage or possible infection, however slight, he should perform 
hysterectomy. Porro’s method may be employed in cases of great urgency. 

In the discussion following this paper Jeannin emphasised the fact that the 
abdominal route is not always the best in the treatment of serious cases of retro- 
placental hemorrhage. He considered that the condition afforded one of the best 
indications for Dihrssen’s vaginal Cesarian section. The method was rapid, asso- 
ciated with minimal shock and had the advantage of a subperitoneal incision. When 
the diagnosis was doubtful, he agreed that the abdominal method was preferable, 
and he preferred hysterotomy to hysterectomy whenever feasible. B. W. 


Obstetrical Hemostasis by Momberg’s method. 

Gutniot, Paris (Z’Obstétrique, January 1911), discusses this method. Momburg 
first described his method in 1908 and Guéniot refers to 18 papers published later. 
This method consists in applying an elastic band round the abdomen to compress the 
abdominal aorta. Compression of the aorta to arrest hemorrhage in obstetric practice 
was used by Baudelocque and has been classical in France since his time though 
almost ignored in Germany. Momburg advises the patient to be placed with the head 
low so as to allow the bowel to gravitate against the diaphragm. This permits of 
the pressure being more directly applied to the aorta and obviates some of the 
troubles following compression of the blood and nervous supplies of the intestines. 
A flat elastic band or rubber tube may be used, with or without a pad over the 
aorta, and pressure should be applied gradually using one or more turns round the 
waist till the femoral artery ceases pulsating. This may be found difficult in very 
stout women, but this is rare on account of the laxity of the abdominal wall, 
postpartum : but where the ligature is used in hemorrhage from a ruptured tube the 
patient may be unable to tolerate the pressure. The uterus usually contracts firmly 
at once. The effects on the blood pressure are not constant. If there has been much 
hemorrhage it is well to apply tourniquets round the thighs before taking off the 
abdominal constriction : these should be slackened off gradually to obviate too sudden 
a shock and alteration of blood pressure. The method should not be used in patients 
suffering from valvular diseases of the heart or from arteriosclerosis. The elastic 
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compression is certainly a useful means of arresting hemorrhage in suitable cases, 
especially for practitioners far from assistance, as it can be quickly applied and 
gives time for other treatment to be applied. E.H. 1.0. 


The factors concerned in Spontaneous Rupture of the Uterus ; 
report of a case. 

W. Reynotps Wison (Amer. Jour. of Obstet., January 1911). Early rupture of 
membranes was followed by active pains; the first stage was completed in four hours; 
when expulsive pains began the head rapidly descended to the pelvic floor. As the 
head appeared at the vulva the pains suddenly ceased and the patient became 
conscious of the recession of the head. 

On admission to hospital the patient was moderately collapsed with signs of 
internal bleeding. Pain was moderate; uterine contractions were absent. The 
abdominal muscles were lax and the abdomen was pendulous. The fetus was felt 
lying directly beneath the abdominal wall. Vaginal examination revealed the cervix 
uninjured and the uterus contracted, the right vaginal fornix was extensively 
lacerated involving the posterior fornix as well, the opening being large enough to 
admit the hand. 

On opening the abdomen the cavity was found filled with blood, the dead fetus 
(which weighed 94 lbs.) and placenta being in the abdominal cavity. The foetus and 
placenta were rapidly delivered. The pelvic cavity was walled with gauze and the 
clots sponged out. A complete rupture of the uterus, in addition to that of the 
vagina, was found situated to the right and somewhat posteriorly, involving the lower 
segment and extending into the broad ligament; the opening was practically closed 
through the more or less firm contraction of the uterus. There was extensive oozing 
from the edges of both uterine and vaginal ruptures. The membranes were still 
attached to the uterine wall. 

The uterus was amputated at the cervix. It was found difficult to close the 
vaginal rent owing to friability of the tissues. Mattress sutures were used to control 
the bleeding though gauze packing was used as a safeguard. 

Symptoms of pulmonary infarction developed on the third day and the patient 
suffered from an embolic pneumonia from which she recovered. She was discharged 
on the fifty-seventh day after operation. 

The author draws attention to the fact that the lacerations in uterus and vagina 
were unconnected, the cervix was not torn and intervened between the rupture of 
the lower segment and that of the vagina. There was no pelvic contraction in this 
case. The foetal head was on the pelvic floor at the time of rupture. 

He attributed the rupture in this case to (1) Tissue change in both vagina and 
uterus predisposing to rupture; (2) Undue retraction of the cervical ring; (3) 
Functional fixation of the attachments of the lower uterine segment; (4) Laxness of 
vaginal attachment in the upper zone; (5) Improper axis of descent of the fetal 
head by reason of pendulous abdomen, 8. J. A. 


Necrosis of Insterstitial Fibroid : Abortion : Death. 

Jottx (Zentralbl. f. Gyndk., No. 3, 1911) recently read at a meeting of the 
Obstetrical Society of Berlin a report of what he maintained was an instance of fatal 
necrosis of an interstitial fibroid, without any evidence of damage of the endometrium 
when the uterine cavity was emptied by the aid of obstetric art. A woman aged 
24, @ unipara, had febrile symptoms in the third month and aborted. Her own 
medical attendant cleared the uterus, but she was sent into hospital and on exam- 
ination a myoma of the size of a fist was discovered. The temperature continued 
high, thrombophlebitis and lung complications set in and the patient died. At the 
necropsy the myoma, which lay in the posterior wall of the uterus, was found to be 
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totally necrosed, and there was puriform softening of the coagula in the inflamed 
veins. Hammerschlag, in discussing the case, related an instance of puerperal fever 
after delivery where the uterus was the seat of fibroid disease. The patient died 
and it was found that the fibroid had suppurated and given way through the serous 
coat of the uterus. The fatal result was clearly due to septic peritonitis. As a 
rule, however, necrosis of a fibromyoma in the puerperium does not lead to general 
infection. Ascheim expressed some doubt as to whether the changes in the interstitial 


myoma in Jolly’s case were primary, that is to say, were the cause of the general 
infection. A.D. 


Prodromata of puerperal and postoperative thrombosis and 
embolism. 

H. Micwaeis (Muench. m. Woch., No, 2, 1911, S. 73). From observation of some 
cases which have occurred in his practice Michaelis believes that a subfebrile 
temperature is present for some days before the dangerous embolism takes place and 
that the thrombosis is taking place during this warning stage. These terrible lung 
embolisms occur on first getting up, from straining at stool, by any exertion or 
sitting up, and especially in the morning toilet. With care, a light diet, oil injections 
and mild laxatives, one can carry such patients through the danger period and save 
their lives, 

He says that every onset of subfebrile temperature not otherwise accountable for 
betokens danger of embolism and that puerperal and postoperative thrombosis and 
embolism do not come on like a flash from the blue; there are premonitions in the 
form of subfebrile temperatures. When these are present the possibility of throm- 
bosis and embolism must be borne in mind and precautions taken. The author lays 
stress upon careful frequent taking of the temperature and prefers rectal temperature 
takings. He is against minute thermometers. F. E. 


A young isthmic and cervical placenta. 

JascHKe (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Hft. 3) discusses the present 
position of the controversy over the existence of an anatomically distinct uterine 
isthmus and lower segment, and describes in detail a case of early placenta previa 
in which the placenta was situated on the isthmus and upper part of the cervix. 
The patient was a vii-para, xt. 39, and came into hospital in the beginning of the 
second month of pregnancy with severe hemorrhage. An attempt to control the 
hemorrhage was made but failed and the uterus was removed, after which the patient 
recovered. On opening the uterus it was found that the early placenta occupied the 
lower segment of the uterus and the upper portion of the cervix. This was shown to 
be the case by histological examination, cervical glands and epithelium being found 
within the limits of placental tissues. A coloured plate and several woodcuts are 


given, R. W. J. 


Irregular development of the placenta associated with toughness 
of the membranes. 

Lepace (Soc. d’Obst. de Gyn. et de Paed,. de Paris, 1910, vol. xii, p. 278). The 
author reports five such cases, and his conclusions may be summarised as follow :— 

(2) That in certain cases the chorionic villi are not limited absolutely by the edge 
of the placenta, with the result that the placental tissue may extend all over the 
membranes. This may cause uterine hemorrhage and premature expulsion of the 
ovum. 

(6) The same results may follow from a placenta which is properly located owing 
to want of elasticity of the membranes, which do not seem to allow of sufficient 
expansion for the developing fcetus. 
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(c) It is necessary to supplement these facts by those rare cases in which the 
foetus after having left the membranous cavity yet continues to live within the 
uterus. It is important to note that in nearly all such cases of extramembranous 
foetus, the placenta has been abnormally situated. J.B. 


Peculiar distribution of the vernix caseosa. 

Avpesert and Dievtaré (Soc d’Obst. de Gyn. et de Paed. de Toulouse, 1910, vol. 
xii, p. 8302). The foetus was covered by numbers of white masses especially over the 
face and around the ears, the occiput, the back of the left forearm and the inner surface 
of both legs. The masses on examination were found to be made up of dry sebaceous 
material, very adherent to the skin. The skin beneath them was found to be quite 
healthy. J.B. 


Triple Cephalhzmatoma. 

Avpesert (Soc, d’Obst. de Gyn. et de Paed. de Toulouse, 1910, vol. xii, p. 285). 
The author reports the case of a triple cephalhematoma occurring after an apparently 
normal iabour in a primigravida. The first mass was situated over the left parietal 
bone, the second over the occiput and the third over the posterior portion of the 
tight parietal bone. 

The deformity was still persisting when the case was shewn one month after birth. 

J.B. 


Hzmatoma of the Sterno-Mastoid. 

CovuveELaIrE (Ann. de Gyn. et d’Obst., January 1911) inclines strongly to the view 
that torticollis in infants is not the result of a hematoma of the sterno-mastoid 
muscle but rather due to some antenatal disease of the muscle. He bases his view 
on experimental and on clinical evidence. His experiments consisted of crushing and 
pulling the adductor muscles of newly-born rabbits—no permanent contraction ensued 
in any case. Keller obtained shortening by injecting virulent organisms into the 
muscle, but in infants there is rarely any clinical evidence of secondary infection of 
the muscle. 

Stromeyer based his view that the torticollis was the result of a hematoma of the 
muscle on the fact that these cases frequently follow difficult labour especially in 
breech presentations, but examination by various observers of the nodule in the 
muscle removed by operation two to six weeks after birth usually fails to show the 
presence of blood pigment so that absorption of the blood must have been peculiarly 
rapid and complete. Paget, Taylor, Fournier and others have noted their frequency 
in syphilitic infants and regarded a syphilitic myositis as the cause. 

Couvelaire has examined five cases in living children; of these only two were 
breech presentations and both were easy labours; of the three cephalic presentations 
two were easy and natural labours and the other was a persistent occipito posterior 
which was delivered by forceps, but no difficulty was met with in the delivery of the 
shoulders. Three of the five children were born of mothers who admitted having 
had syphilis. He also examined pieces of sternomastoid muscle removed post mortem 
from six children who had been delivered with difficulty as breech presentations. 
In these cases he has found definite alterations of the muscle fibres and regards the 
myositis as a primary lesion and not as a secondary effect of the hematoma. He 
‘compares the changes met with in the muscle fibres with Zenker’s degeneration. 


C. W. 


Congenital absence of both Fibulz. 

Drevtart, Toulouse (Z’Obstétriqgue, January 1911) describes a case of this de- 
formity and illustrates it with skiagrams taken at the third and eighth years. One 
tibia was much shorter than the other and both tibias were much curved. Dieulafé 
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did two operations : one to shorten the longer tibia and to straighten it, and a second 
to relieve the talipes equinus which rendered the feet useless. The child was able 
to run about though she was markedly deformed, as the feet seemed to grow from 
the knee. E. H. L. O. 


Double-headed monster. 
Faraseur and Lepace (Soc. d’Obst. de Gyn, et de Paed. de Paris, 1910, vol. xii, 
p. 267). The authors report such a case. The mother was a primipara, labour 
occurred prematurely at the 7th month, and lasted only 3 hours without any difficulty. 
The monster was born alive and died 40 hours after birth. A full and detailed 
description with diagrams of the anatomy of the monster is given. J.B. 


Fetal Death following a Vaginal Injection of Potassium Perman- 
ganate. 

Marioron (Bulletin de la Société d’Obstétrique de Paris, etc., No. 9, December 
1910). Marioton gives details of a case of foetal death caused presumably by the 
vaginal injection of a 1 per cent. solution of potassium permanganate, administered 
antepartum in a primipara suffering from acute gonorhceal vaginitis. At the time 
of administration the cervix was dilated for 2-3cms., membranes were ruptured and 
the foetal heart sounds clearly audible. An hour later the foetal heart was not heard 
and in nine hours the labour terminated with the birth of a recently dead male fcetus, 
exhibiting definite signs of contact with the permanganate solution. The head and 
upper half of the thorax were irregularly stained brown; the finger nails were black 
as also was the umbilical cord and inner surface of the amnion. The placenta showed 
two discoloured areas. At autopsy a small quantity of blood-stained fluid was found 
in the peritoneum and right pleura. The stomach, lungs, and remaining viscera were 
normal. The author contrasts his case with records by Bar in which fatal syncope 
has followed lavage of the mouth with potassium permanganate in children suffering 
from thrush, as a result of the violent paroxysms of coughing set up by the drug. 

B. W. 


Congenital Tuberculosis. 

Lanpovuzy (Ann. de Gyn. et d’Obstét., January 1911) reviews this subject at some 
length as the result of a paper which he read at the Tuberculosis Conference at 
Brussels in 1910. Hereditary tuberculosis may result from transmission of the 
organism itself to the foetus. The possibility of this has been proved by experiments . 
made by Landouzy and Martin in 1883, Armanni and Rittis in 1890, and Birch- 
Hirschfeld and Schmorl in 1891, but the rarity of tuberculous lesions in new born 
children caused Landouzy and Laedirich to repeat the experiments by injecting dogs 
and rabbits. Both human and bovine tubercle was used and the animals were 
infected by feeding on tuberculous material and by intrapleural and intravenous 
injections. Subcutaneous injections have been avoided as an open sore might infect 
the young soon after birth. Intraperitoneal injections have also been avoided as 
abdominal tuberculosis tends to sterility and abortion. 

A. Infection by the Male. The experiments have shown that it is more difficult 
to impregnate healthy females by tuberculous males than tuberculous females by 
healthy males. The testes are commonly affected [especially in certain animals] with 
tuberculous lesions after pleural inoculations and the contents of the vesicule 
seminales were always found to contain tubercle bacilli in these cases. In addition to 
the definite tuberculous foci there was a generalised degeneration of the sperm- 
forming cells, thus perhaps explaining the tendency to sterility already noted among 
the tuberculous males. 

B. Infection by the female. The possibility of infection of the ovum from a 
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tuberculous salpingitis or from a tuberculous decidua is discussed. In a case reported 
by Riedlander and Mayer there were definite lesions in the uterus of a patient four 
months pregnant who died of phthisis. Warthin reported an ectopic pregnancy in a 
tuberculous tube. But the only practically important means of infection is through 
the placenta. Tuberculous foci have been frequently found in the placenta and the 
organisms isolated from the blood of the umbilical cord. Experiments by Landouzy 
showed that the female during the acute stage of inoculation tuberculosis tended to 
be sterile. If inoculated before fecundation they went to full term but if inoculated 
during pregnancy the course and duration of the pregnancy varied according to the 
period of the pregnancy and the virulence of the inoculated material—on the whole, 
abortion was rare. 

The foetus when born showed neither macroscopic nor microscopic lesions in 57 
cases; in one case inoculation of portions of the foetus had a positive result, thus 
proving congenital infection. If the foetus lived over one month, however, no less 
than 23°5 per cent, showed definite tuberculous lesions. 

Tuberculosis of the human placenta in phthisis would appear to be common. 
Working with special methods Novak and Ranzel found the organism in four out 
of six placentas examined. The organisms may pass into the foetus during pregnancy 
or labour—clinically it would appear that the latter is the more important as lesions 
are found rarely in the child at birth but more commonly after a few months. It is 
suggested that in these cases the cord should be clamped immediately the child is 
born to prevent the uterine contractions emptying infected blood from the placenta 
into the feetus, Cc. W. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


OBSTETRICAL AND GYNZCOLOGICAL SECTION. 
Meeting held January 5th, 1911, Dr. Macnaughton-Jones (President) in the chair. 


The following specimens were exhibited :-.- 

Mr. S. J. CAMERON: (1) Gravid uterus ruptured through the scar of a Cesarean 
section. (2) Twin tubal pregnancy. (3) Osteomalacic pelvis. 

Dr. LEWERS : Interstitial gestation sac of between three and four months’ develop- 
ment removed unruptured with the body of the uterus by abdominal hysterectomy. 

Dr. HERBERT SPENCER: Suppurating ovarian tumour, perforated into small 
intestine and omentum, successfully removed with affected bowel, omentum, and 
appendix. 


Mr. Asan Doran, read a paper on, 
Susrotan Hysterectomy: Forty ADDITIONAL CasEs. 
Abstract of Paper. 


This communication is a continuation of a previous memoir, “Subtotal Hysterec- 
tomy, after Histories of Sixty Cases,” published in the forty-seventh volume of the 
Transactions of the Obstetrical Society of London. As before, the author tabulates 
a series of cases where he performed subtotal hysterectomy for uterine fibroid disease 

‘ on patients who had not reached the menopause, in order to determine how far that 
operation is liable to be followed by disagreeable consequences. Ags before, only 
cases where a reliable after-history, extending to at least two years after operation, 
could be obtained are included in the series, cases with short or otherwise imperfect 
histories being rejected. On the other hand, the author includes instances where the 
patients continued to menstruate down to the date of operation, although they had 
passed the age when the menopause is usually established, as experience shows that 
the sudden arrest of the catamenia in an elderly subject after an operation where 
both the ovaries are removed may be followed by severe neuroses. The author 
dwells on two factors of great importance. The first is the effect of preservation or 
removal of the ovaries. When healthy, at least one ovary should be saved. The 
second is the relative effect of amputation above or below the os internum. Abel 
and Zweifel maintain that it is essential to preserve a portion of the endometrium 
as well as ovarian tissue in order to insure the patient against the discomforts of an 
abrupt menopause. Howard Kelly now follows that principle in his operative 
practice. 


PRESERVATION OR REMOVAL OF OVARIES, 

By adding the first series to the second, 100 cases are available for consideration, 
and they may be classified as follows: Both ovaries removed in 40 cases, or 40 per 
cent. One ovary saved, 39 per cent.; both ovaries saved, 21 per cent. The author 
likewise subdivides these groups as follows :— 

(i) In the group of 40, where both ovaries were removed, the Menopause was 


24 
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neither immediate nor complete in 4 cases, or 10 per cent, of the group. It was 
complete without symptoms in 9, or 22°5 per cent.; complete with distinct but mild 
symptoms in 13, or 32°5 per cent.; and complete with severe manifestations in 14, 
or 35 per cent. 

(ii) In the group of 39, where one ovary was saved, the menopause was neither 
immediate nor complete in 21, or 53°8 per cent. ; and it was complete in 18, or 46 per 
cent. In no instance were there really severe menopause symptoms, 

Tiii) In the group of 21, where both ovaries were saved, the periods continued 
regular for over two years after operation in 8, or over 38 per cent. ; they were soon 
suppressed in 4, over 19 per cent.; and the menopause was complete and immediate 
in 9, or over 42 per cent. In 3 out of the 9 there were distinct menopause symptoms ; 
one of the patients had been debilitated by hemorrhages for years, one suffered 
from pyorrhcea, and one from an operative complication. In the latter, as in more 
than one other case in the whole series, clinical phenomena which might questionably 
be termed vicarious menstruation were observed, 


PRESERVATION OR SUPPRESSION OF ENDOMETRIUM. 


The above records, however, are incomplete without a similar review of the effects 
of amputation above or below the os internum. The two must be considered con- 
jointly. 


(I) Both Ovaries Removed (40 cases). 


(2) Menopause neither immediate nor complete, 4 cases; in no fewer than 3 the 
line of amputation passed above the os internum. These cases seem to prove that 
the endometrium can maintain the catamenial functions when the ovaries have been 
extirpated, and, so far, they favour the practice of amputation above the os internum. 

(6) Menopause complete without symptoms, 9 cases; in one the line was certainly 
above the os internum; in one there was uncertainty about the level; and in 7 it 
was undoubtedly below the os. 

(c) Menopause complete with mild symptoms, 13 cases; in eight the line of ampu- 
tation was above the os; in five below. 

(d) Menopause complete, severe symptoms, 14; in 2 the line was certainly above 
the os internum ; in 4 there was uncertainty ; in 8 the line was certainly below. One 
developed persecutory delusions for a time, but had, it transpired, suffered similarly 
before the operation; one became insane four years after the operation, a sister was 
insane. In the first the line of amputation passed below, in the second above, the 
os. One patient was alcoholic. In the remainder the symptoms were nothing worse 
than severe flushings or perspirations. 


(II) One Ovary Saved (89 Cases). 
(a) Menopause neither immediate nor complete, 21 cases. In 18 the line of 
amputation was above the os internum; in 2, below; in one, doubtful. 
(6) Menopause immediate and complete, 18 cases. In 13 the line was above the 
os; in 5, below. In no case in Group II were severe menopause symptoms observed. 


(III) Both Ovaries Saved (21 Cases). 
(a) Catamenia regular after the operation, 8 cases. In 7 the line of amputation 
was above the os; in one the level was doubtful. 
(6) Catamenia soon suppressed, 4 cases; in 3, line above os; in one, doubtful. 
(c) Menopause immediate and complete, 9 cases. In 5, line above os; in 3, below; 
and in 1, doubtful. In 3 cases there were certain non-essential complications which 
obscured a correct appreciation of this group. 
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The results in Group II decidedly favoured both the preservation of ovarian 
tissue and the inclusion of a piece of endometrium in the stump. 

The author is of opinion that operators who prefer panhysterectomy in the treat- 
ment of uterine fibroids would do well to publish analyses of similar histories. He 
does not deny that the complete operation hag its advantages. The aim of his 
communication is not the consideration of the purely surgical merits of either opera- 
tion, but the making known of its remote effects on the patient. 


Summary or THE Compete Serixs or 100. 

Thus: in 40 cases or 40 per cent. both ovaries were removed, and the menopause 
was neither immediate nor complete in 4; in 3 out of the 4 the amputation was above 
the og internum. 

In 39 cases, or 39 per cent., one ovary was saved, and the menopause was 
neither immediate nor complete in 21; in 18 out of the 21 the amputation was above 
the os internum. 

In 21 cases, or 21 per cent., both ovaries were saved. The menopause was neither 
immediate nor complete in 8; in 7, possibly all, of the 8 the amputation was above 
the os internum, 


Dr. GrirritH agreed with most of Mr. Doran’s conclusions, preferring supra- 
vaginal amputation, but he wished to ask him how, in the course of the operation, 
he was able to determine the position of the internal os uteri and so leave a piece 
of the mucous membrane of the body. His own experience was that with the defor- 
mity produced by multiple fibroids it was not always easy to determine this poin$ 
by the examination of the parts after removal. 

Dr. Hersert Spencer expressed his appreciation of the immense amount of labour 
Mr. Doran had undertaken in preparing the paper, which, while it had the value of 
all carefully recorded work, had led the author to draw from it only two conclu- 
sions—viz., the ill-effects of removal of both ovaries, and the advantage of leaving 
@ portion of the mucous membrane of the body of the uterus in performing supra- 
vaginal hysterectomy. With regard to the removal of both ovaries, it appeared to 
Dr. Spencer that the author’s advice accorded little with his practice, for out of the 
first sixty cases he had removed both ovaries in twenty-eight, and out of the last 
forty in twelve cases, altogether in no less than 40 per cent. Of the fifty patiente 
from whom both ovaries were removed no fewer than three became insane. With 
regard to Mr. Doran’s request for similar tables dealing with cases of total hysterec- 
tomy, Dr. Spencer regretted he was not yet in a position to give them, but on one 
of the two points in the paper he was able to furnish him with particulars. Out of a 
consecutive series of sixty total hysterectomies for myoma, Dr. Spencer had saved 
both ovaries in thirty-five cases (Mr. Doran in six cases), one ovary in nineteen (Mr. 
Doran in twenty-six), and had removed both ovaries in only six cases (Mr. Doran in 
twenty-eight cases). In his own six cases the reasons for removal of the ovaries 
were—in one suspected cancer, in one tubo-ovarian cyst, in one pyosalpinx and 
ovarian abscess, in two an ovarian cyst on one side and cystic ovary on the other, 
in one bilateral hydrosalpinx. In short, in not a single case of myoma were both 
ovaries removed except for serious disease, whereas in Mr. Doran’s twenty-eight 
cases in no fewer than nineteen it was stated that the ovaries were normal. He 
asked Mr. Doran to inform them, in view of the disadvantages which followed the 
removal of both ovaries, and of his statement that “when healthy at least one ovary 
should be saved,” why he had removed both ovaries in no less than 46 per cent. of 
the series of sixty cases. With regard to the advisability of leaving a small portion 
of the mucous membrane of th8 body in performing subtotal hysterectomy, the 
question had for Dr. Spencer only an academic interest, as he had given up the 
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operation in favour of total hysterectomy for the last ten years. He was of opinion 
that hysterectomy was far too frequently performed for myoma; that a patient, after 
myomectomy, in which the uterus was left behind, had better health than a patient 
after hysterectomy, by whatever method it was performed; but the important fact 
had to be borne in mind that the conservative operation was much more dangerous 
than the radical, and he thought it must increase the risk of “subtotal” hysterec- 
tomy to leave a portion of the body behind. He asked Mr. Doran if Case 82 was 
the only one in which he had trouble in connexion with the stump. He thought 
Mr. Doran’s cases did not support his contention as to the advantages of leaving 
endometrium behind, for Cases 75, 76, 77, 82, 93, in which this was done, were 
actually the only ones in the present series where the health was other than “good” 
or “fair” after the operation. With regard to leaving endometrium behind when 
both ovaries were removed, Mr. Doran’s cases, and the experience of all who had 
done the old dophorectomy for fibroids, showed that the periods usually ceased 
whether part or the whole of the uterus was left behind; and when they did not he 
could corroborate Dr, Griffith’s statement that neither the patient nor the operator 
was satisfied until cessation of the bleeding occurred. 

Dr. Lewers said some remarks had been made by the previous speaker (Dr, H. 
Spencer) to the effect that serious consequences, such as sloughing of the stump, &c., 
were apt to follow the operation known as “subtotal hysterectomy,” where the body 
of the uterus only was amputated and the cervix retained. Dr. Lewers performed 
this operation as a general rule, unless there was some special indication for pan- 
hysterectomy. Ha had performed the operation nearly 300 times in the last nine 
amd three-quarter years, and had not met with any unsatisfactory after-results 
connected with the cervical stump. In a small number of cases the patients had 
continued occasionally to see a very slight “show” of blood periodically, presumably 


due to a small portion of the endometrium having been left in the stump. His 
impression was that these patients suffered less from the disturbances connected with 
the menopause than dia tothers in whom no such slight losses occurred. 


Mr. Matcotm said that for some years he frequently removed both ovaries in 
performing hysterectomy. He regretted that he had not found time to obtain 
systematic details of the after-histories, but many cases had very little trouble from 
the menopause and a considerable number had no trouble at all. One reason for 
adopting this course was that in the days when the scerre-nceud was used, and both 
ovaries were almost always removed, the results were often in every way good. 
The field of operations was then very limited, but in the cases where the part of 
the uterus below the tumour was small and sufficiently long to be fixed in the 
abdominal wound without tension, there was no operation safer or more satisfactory 
in its immediate and after consequences. When there was much dragging on the 
stump the results were not so good and there was often much after-trouble, but the 
facts did not seem to show that the removal or leaving of the ovaries was the most 
important point influencing the after-histories. Since the last paper published by 
Mr. Doran on this subject, the speaker, out of deference to the views of the Fellows 
of the Obstetrical Society at that time, had always left one or both ovaries when 
this was possible. He had not noticed any marked difference in the results, and in 
one case, in which he believed at the time of operating that he removed a simple 
fibromyoma of the uterus and left two healthy ovaries, the patient returned after 
about a year with an inoperable malignant growth which had every appearance of 
having developed in the right ovary. 

The Prestpenr (Dr. H. Macnaughton-Jones) said that the two points arising out 
of Mr. Alban Doran’s paper were, first, the removal of one or both ovaries, and, 
secondly, the preservation of a portion of the endometrium. They were not discus- 
sing the relative advantages of myohysterectomy and panhysterectomy. He had not 
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himself had the serious consequences which were said by some to follow the former 
operation, As to removal of the ovaries, he thought the practice was almost universal 
of leaving an ovary if it were healthy. The removal of the ovaries depended mainly 
on this. In the classical work of Kelly and Cullen on myomata, out of some 1,700 
cases in which myohysterectomy had been performed, there were only some seven 
instances of serious mental sequele or disorders of mentalization following from the 
operation. In connexion with this fact, Kelly’s practice of saving the ovaries has 
to be remembered. With regard to the second point of preservation of the endome- 
trium, out of the forty cases cited in the present paper of Mr. Doran, there were 
nine in which the division was made below, and thirty-one above, the os internum. 
Looking at the results of the whole series, seeing that but very few suffered from 
any serious post-operative symptoms—for they could not include such symptoms as 
flushings and other physiological disturbances—it did not appear from his tables 
that it really made much difference whether a small portion of endometrium were 
left or not. There could be no doubt that the difficulty in following out the after- 
histories of cases in which hysterectomy was performed was a weak point in deciding 
on the permanent results of the operation. This was only possible in a proportion 
of those operated upon, and the time and labour involved in following out the final 
results in a hundred cases, as Mr. Doran had done, was great. The Section was 
much indebted to him for the valuable contribution to the subject. 

Mr. AxBan Doran believed that the level of the os internum was not difficult to 
estimate, except when the fibromyoma had developed low down in the uterus. He 
found that many patients, so far from objecting to the continuance of menstruation 
after hysterectomy, felt more satisfied if it were not suppressed. In regard to the 
forty cases where both ovaries were removed, he had noted in the text, although 
not in the tables, of his former communication the condition of those organs in each 
case. Many were normal, but in this sub-group a large number of severe cases were 
included, where the first duty of the operator was to secure hemostasis by early 
ligature of the ovarian vessels. Death from hemorrhage was a graver matter than 
@ year or two of troublesome neurotic symptoms. With increased experience, how- 
ever, he found that the ovaries could often be saved without increasing the risk of 
hemorrhage. He admitted that the uterine stump became infected in several of his 
cases, but with improved technique, as Dr. Lewers’s and his own recent experience 
had shown, the dangers of infection might be obviated. He (Mr, Doran) had 
observed vaginal discharge in some of his cases, but it was never severe. Dr. 
Herbert Spencer referred to the after-history cf No. 75, but the patient, as in No. 
82, was a very unhealthy subject. He was interested in Mr. Malcolm’s experience, 
according to which that surgeon’s extraperitoneal hysterectomies, where both ovaries 
were removed, had fared as well as his more recent subtotal or total intraperitoneal 
hysterectomies, where one ovary at least was usually saved. In conclusion, Mr. 
Doran was gratified to learn that the President was, like himself, so strongly in 
favour of the publication of series with reliable after-histories. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAZCOLOGICAL SOCIETY. 


Meeting held Friday, January 20th, 1911, The President (Dr. W. K. Watts) in 
the Chair. 

Dr. J. B. Hetrier (Leeds) was unanimously elected President for the year. 

Dr. Brices (Liverpool) showed specimens of (1) tubal pregnancy, with thin-walled 
cyst of opposite side of pelvis; (2) old hydatid cyst with 15 years’ history; (8) 
placental tissue in the uterus in two cases without the usual clinical history. 

Dr. Donatp (Manchester) showed tubercular ovaries, tubes and uterus which had 
been removed from an unmarried girl of 18. The symptoms were mainly continuous 
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uterine hemorrhage for three months, with pelvic discomfort. There was some loss 
of flesh, but not very marked. Examination revealed a tense swelling in the pouch 
of Douglas continuous, with a tender mass in the right iliac region. On opening the 
abdomen (July 27th, 1910) two ovarian abscesses were found firmly united to one 
another, to the uterus and surrounding structures. The adhesions were so dense 
that the only way of removing the tumours was to work from one side of the pelvis 
to the other, removing the left appendages, uterus, and right appendages in one mass. 

The patient made a good recovery, and at the present time (six months after the 
operation) is in good health. 

The pathological examination was made by Dr. Fletcher Shaw, who reports the 
presence of giant cells and small-celled infiltration in both tubes, in a large lymphatic 
gland (attached to the mass) and in the endometrium. 

Dr. Hetiier (Leeds) showed a specimen of dermoid cyst of right ovary, simple 
cyst of left broad ligament, and bi-lateral papillomatous ovarian disease. 

The patient was a single woman, ext, 46, with history of abdominal tumour, pain, 
and some loss of flesh for some months past. (Operation, January 11th, 1911.) The 
dermoid cyst was size of foetal head at term. It contained much hair and semi-fluid 
fat. The outer surface of cyst showed patches of papillomatous growth. The right 
ovary showed a small cyst with papillomatous growth within, and numerous papillary 
projections on peritoneal surface. There was also on this side a broad ligament cyst 
of the size of a hen’s egg attached to oviduct. No ascites, no adhesions, and no 
secondary deposit on other parts observed. Microscopic slide shown. 

Dr. W. K. Watts reported a case of 

CHSAREAN SECTION UNDER SPINAL (STOVAINE) ANZISTHESIA, 
undertaken on account of mitral stenosis and kidney disease, which rendered the 
patient a bad subject for general anesthesia. 

The operation was performed when the patient was about eight months pregnant, 
as there was great dyspnea, accompanied by marked water-logging of the lungs, 
general cedema, and a large amount of albumen in the urine. 

The patient made a good recovery, and her general condition was greatly relieved. 
Unfortunately the baby died in a convulsion when three days old. 

Dr, Witt1am FLetcHer SHaw (Manchester) showed a case of apparently 

DOUBLE OVARIAN ABSCESS 

which occurred in a patient without any rise of temperature, or pulse, or general 
malaise. The walls of the abscess cavity were hyperemic, but showed no granulation 
tissue. The contents were chiefly colloid material with a good number of leucocytes ; 
no micro-organisms were found. He raised the question whether these apparent 
abscesses which occurred without general symptoms were really due to micro- 
organismal infection, or whether they were simple cysts which had rapidly enlarged 
and their contents merely assumed the appearance of pus. 

Dr. A. J. Wattace (Liverpool) related two cases in which manipulations carried 
out to effect delivery had produced serious lacerations of the parturient uterus. A 
primipara, xt, 31, was sent into the Maternity Hospital with the history that labour 
had begun 48 hours previously. The midwife summoned medical assistance, and then 
attempts were made to deliver, first with forceps, then by version. It was thought 
that a tough fibrous band divided the uterus into two halves, and this prevented 
delivery. The patient was suffering from profound shock, pulse 140, and there was 
some vaginal bleeding. A deep tear was found in the posterior vaginal wall, the 
cervix was badly lacerated, and the anterior aspect of the retraction zone was torn 
away from its attachments, the retraction ring forming the band described. A leg 
was brought down and delivery effected, but the patient’s condition did not warrant 
further interference apart from her being ‘“‘suspect’’ as regards infection. Death 
occurred three days later from sepsis. 
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The second case was that of a woman, zt. 40, who had had five children. At the 
onset of labour a breech presentation was converted into a vertex by external version. 
Inertia uteri was present throughout, necessitating manual dilatation of the cervix 
and forceps. On recovering from the anesthetic the patient complained of agonising 
abdominal pain, tympanites developed and increased, neither feces nor flatus being 
passed, whilst the pulse rate remained at 120. Dr. Wallace saw her 48 hours later; 
the vaginal portion of the cervix was intact, but a tear through the lower uterine 
segment opened into the left broad ligament, the lamelle of which were widely 
separated by blood and clot. Through the posterior lamella there was a rent leading 
into the peritoneal cavity. When the abdomen was opened much blood and clot 
escaped. Abdominal hysterectomy was performed, and the patient recovered after a 
stormy convalescence, 


GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 
Meeting held January 25th, 1911, The President (Dr. A. W. Russet) in the chair. 


Dr. A. W. Russext showed : Congenital stenosis of pylorus in an infant. 

Dr. Davip SHannon showed : (1) Fibroid of uterus which had undergone cystic 
degeneration. It weighed nearly fourteen pounds. (2) A well marked case of 
chorio-epithelioma. (3) A small uterus with numerous interstitial fiibroids and one 
submucous. Myomectomy had been performed in this case nine years ago. 

Dr. Joun Linpsay read a paper on 

THE PATHOLOGY OF THE EMBRYO IN RELATION TO ABORTION, 

He showed photomicrographs of five embryos of the first and second months, all of 
them malformed and four of them dwarfed. There was demonstrated from the 
sections cell proliferation in the mesoderm such that the tissue did not grow, but its 
meshes became filled with small round cells which also invaded the hollow organs 
and body cavities; the specialised tissue cells disappearing before the invasion. The 
whole of some of the embryos and parts of others showed only undifferentiated round 
cells in various stages of degeneration. The evidence was clear that the degenerative 
changes were necrobiotic and not due to post mortem maceration. The ectoderm was 
intact and well preserved in all the embryos. The pathology being that of malnu- 
trition, the causation was referred to maternal blood states and it was suggested 
that similar changes leading to dissolution of minute embryos, rather than the 
maceration of embryos of a size conforming to the gestation period, account for the 
empty decidual sacs which are frequent in abortions of the second month. 

Dr. Lovisz McItroy asked Dr. Lindsay if there was any evidence of thyroid 
insufficiency in any of the maternal cases. The statement that albumen in the urine 
is associated with malnutrition in the embryo is of interest, when it is remembered 
that the experimental work done by removing the thyroid in cats causes albumen in 
the urine. Also experiments of removing the thyroid in pregnant animals causes 
hypertrophy of that gland in the foetus with diminished function. 

Dr. Tracuer thanked Dr. Lindsay for his very interesting demonstration and 
paper. He agreed with the conclusions that erroneous development of the embryo 
was a common cause of abortion, and that it was, in all probability, the expression 
of defective nutrition or toxic influence acting through the medium of the maternal 
blood. With regard to those cases in which the embryo was entirely absent, Dr. 
Teacher was of the opinion that they were more readily explained by complete 
failure of development on the part of the embryonic rudiment than by maceration 
of an embryo which had been formed and possibly grown to a considerable size. 
While the latter cause could not be excluded, it was apparent from the. condition 
found in the very earliest stages that the embryonic rudiment might be completely 
absent, ¢.g., Leopold’s ovum of 1°5 millimetres. While it was probable that ova of 
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this class would be extruded at a very early stage, it was clear that there was 
sufficient power of independant growth in the placental portion of the ovum to 
permit of development to a considerable size. In cases of this class Dr. Teacher 
was of the opinion that there might be not so much unsatisfactory nutritive conditions 
as simple lack of formative power in the fertilized ovum, so that, although the early 
stages of formation were passed in safety, a time came when the power of growth 
was spent and the ovum ceased to grow and was expelled. Dr. Teacher disagreed 
with Dr, Lindsay as to the greater frequency of abortion in ova fertilised towards 
the end of the intermenstrual period. 

Dr. Linpsay replied. 

Dr. West read a paper on and showed specimen of 

CONGENITAL STENOSIS OF PYLORUS IN AN INFANT, 

When born the child was healthy and weighed 7} lbs. It was applied to the breast 
on the second day and suckled at regular intervals thereafter. At the end of a 
fortnight it weighed eight pounds. Thirty-one days after birth vomiting began. 
The vomiting became more frequent and increased in intensity. The child began to 
lose weight rapidly. On examination of abdomen a fusiform swelling could be made 
out, the stomach was dilated and the splashing sound could be easily elicited on 
shaking the child. No vermicular contraction was evident on the abdominal surface 
of the stomach. The child died twenty-four days after the onset of vomiting. The 
parents would not give their consent to an operaticn, 

Post mortem: the stomach was markedly increased in size, the walls thick and 
of a leathery consistence. At the pyloric end there was a dense elongated swelling 
of cartilaginous firmness. The capacity of the stomach was 44 ounces. The stomach 
and duodenum were empty. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS, 
Meeting, held Friday, January 6, 1910, The President (H. Jetuert) in the Chair. 
A Series or Caszs ILLustRaTING THE OPERATION oF PuBioToMy (with skiagrams). 


Dr. E. Hastincs Tweepy exhibited six of nine patients on whom he had per- 
formed pubictomy. The President exhibited one. The three patients not shown 
lived in the country and could not be brought up to the meeting. They in no way 
differed from those shown. The most recent operation had been performed eight 
weeks previously, and four years had elapsed since the first was performed. All the 
patients walked without discomfort or limping, and had made uneventful recoveries. 

The PrEsIpEnT said that the case of pubiotomy which he showed was done shortly 
after his election to the Rotunda. He had not performed the operation before or 
seen it performed, and therefore, as he found it easy and the result appeared to be 
excellent, he considered that other people ought not to find any difficulty. Dr. 
Hayes’s skiagram showed the condition of the bones very clearly, 

Dr. Hayes said he thought there was a great’ deal in favour of showing the 
negative instead of the reproduction of it, as in the latter a lot of the detail is lost. 
The first patient was Mrs. C. The line of incision hrough the body of the left 
pubic bone could be traced in the skiagram. There was bony union. The next 
negative was of a patient named Mrs. K., who was a patient of Dr. Jellett’s. The 
line of incision in this case was very well marked. It ran obliquely downwards and 
inwards towards the symphisis. There was no union in this case so far, but she 
was able to walk about already. The next case was Mrs. N. In this the negative 
showed a separation of the fragments by about three-quarters of an inch in the left 
pubic bone, through which the incision was made. This patient has, of course, 
fibrous union. It was a question whether there was any absorption of the separated 
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fragments, but certainly there was a great deal of separation between them. The 
next case, Mrs. G., had a symphisiotomy. The pubic articulation was indistinct, 
apparently from callus formation. The separation between the adjacent portions of 
the pubis was more marked below than at the upper margin. The next case, Mrs. 
D., had a pubiotomy and symphisiotomy. The pubic articulation was indistinct, 
apparently from callus formation. The incision through the left pubic bone could 
be seen to run vertically downwards. It could also be seen that the separated 
portion was in three fragments. Whether this was a fracture it was impossible 
to say, but it did seem something like a comminuted fracture. The articulation at 
the symphisis was indistinct in this case also. The next case was Mrs. O’'T. The 
line of incision ran downwards and inwards. The upper and inner fragment of the 
left pubis has been cut off, resulting in fibrous union. This case was almost a 
symphyseotomy. The next case was Mrs. L. The line of incision cannot be traced in 
this negative. There was no doubt of bony union here. The next case was Mrs. 8. 
In this the incision went through the inferior ramus of the left pubic bone, and there 
was also bony union. 

Professor ALFRED Smit said that he had never seen so many living specimens 
and skiagrams. He (Professor Smith) certainly did think, from what he had seen 
demonstrated by Dr. Tweedy and also by the skiagrams of Dr. Hayes, that Dr. 
Tweedy had made out a strong case, and it would require greater arguments to do 
away with the result. In reference to the skiagrams shown, in one of these there 
was a case of bony union which had a subsequent normal delivery. This was very 
interesting, as it showed what did really occur. In this case there was no evidence 
that there was any increase in the size of the pelvis. He thought the Section 
should feel grateful to Dr. Tweedy for showing these cases, and he would certainly 
stand by him at any rate in opposing the English opponents to pubiotomy. 

Sir Witu1am Smyty said he thought this was the most interesting communication 
which had been made to the Academy for a long time, and had been brought forward 
in better style than most of the communications. The operation recommended itself 
to him very strongly. He certainly thought it a superior operation to symphy- 
seotomy. In some cases one is limited to the operation of pubiotomy or extraperi- 
toneal Cesarean section. It was both instructive and interesting to see these women 
here to-night and how well they walk about. 


Dr. Grisson FitzGipzon said—In regard to one of the cases shown in Dr. Tweedy’s 
series, in which he did a symphyseotomy, he remembered the case being done when 
he was Assistant Master in the Rotunda. That woman had had three children since, 
the second and third being born by the natural efforts, and’ one of these weighed 
9lbs.; but in the fourth pregnancy an extraperitoneal Cesarean section had to be 
done. He asked was there any condition of the pelvis shown in the skiagram to 
account for this? The interval between the symphysiotomy and the section was 
four or five years, and he would like to know whether there was callus formation 
or other change in the pelvis which prevented the natural delivery of the fourth 
child, 

Dr. Hotes congratulated Dr. Tweedy upon his splendid series of cases, which 
completely proved that pubiotomy was an operation which was going to remain as 
a definite treatment in midwifery. With regard to union there was considerable 
doubt as to whether bony union was better than fibrous with regard to future 
delivery. He also wished to congratulate Dr. Hayes for the splendid illustration 
of cases, 

Dr. Neri said he knew a case of pubiotomy, and he had delivered the same 
patient on two previous occasions of healthy living children by induction of prema- 
ture labour. 


Dr. Twrepy said he was extremely obliged for the instructive remarks in 
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reference to this operation. It would greatly strengthen the hands of any of us 
going over to Lontion if we could say that we here in Dublin were solidly in favour 
of this operation. He was very thankful to Dr. Hayes and Dr, Freeland for 
bringing down these cases, knowing the great difficulty there was in doing so. Dr. 
Hayes threw himself most heartily into the matter, and it would be a very different 
exhibit if not fortified by the photographs. Not only was the operation successful, 
but it was the easiest operation one could perform. He was a great believer in 
the education of modern general practitioners, and believed that any well-informed 
general practitioner who dared attend a midwifery case in a proper manner was 
quite competent to perform this operation. Over and over again it has been shown 
that the subsequent trouble was not due to the pubiotomy but to the tearing of the 
cervix, or tearing of the vagina. The ordinary operations undertaken by the 
general practitioner were more difficult than the operation of pubiotomy. 

The PresipEnt said that although it was quite possible that the subcutaneous 
operation was preferable, still he was very doubtful as to the advantages gained in 
using a sharp needle. In his case he had not performed the subcutaneous operation 
of Bumm, as he had made an incision large enough to admit a finger. He thought 
this was safer in view of his want of experience. 


A Case or Casarean SEcTION ror ECLAMPSIA. 
Dr. Katuerine M. N. Macurre read a paper on the above subject, 


Tue TREATMENT OF EcCLAMPsSIA. 


Sir Witt1am J. Smyty read a paper on the above subject. 

Professor ALFRED SmitH said—You have all listened to the excellent lines of 
treatment laid down by Sir William Smyly. Do not go away with the idea that 
eclampsia occurs only before delivery. A great percentage of cases occur after 
delivery. He saw a case occur six days after delivery. This patient had a 
perfectly natural confinement, but a few days later she had typical scanty urine 
loaded wih albumen. Now this patient was treated by excellent practitioners, who 
followed the rules of treatment as laid down regarding fluids and diets, and not- 
withstanding she afterwards developed the typical eclamptic fits. This patient, 
who had four children, never had any previous trouble. After all that he had 
heard from Sir William Smyly there was one thing that impressed itself upon his 
mind, and that was that the real source of the active cause of eclampsia was not 
yet discovered. There were probably many causes. When he was Assistant Master 
of the Rotunda Hospital there was a “run” of cases of eclampsia. All got well 
following what was then the standardised treatment of potassium bromide and 
chloral or chloroform, and they thought they had discovered all that was necessary ; 
but then they had a run of bad cases, in which this treatment had no effect what- 
soever. Hence the discussion to-night should stimulate them to come to a definite 
conclusion, if possible, as to the origin of eclampsia, and to standardise their 
treatment. 

Dr. Horne said a discussion on eclampsia was always of particular interest. 
There was one clinical fact regarding Dr. Maguire’s case, and that was that there 
was no micrescopic examination made of the urine to ascertain as to what was 
exactly the condition of her kidneys. He quite agreed with what Professor Smith 
said that we got cycles of cases which got well on some particular kind of treatment, 
and cycles of cases on which this particular kind of treatment had no effect, and 
hence we were in a mystery as to the exact cause of eclampsia. 

He mentioned the case of a woman five and a half months pregnant who was 
seized with convulsions. There was complete amaurosis which lasted for three 
months. She was kept in hospital till delivery took place. During this time she 
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was kept on a milk diet. When labour set in there was a return of the convulsions. 
They were all agreed that convulsions coming on after labour was a comparatively 
rare event. Regarding the treatment of eclampsia, he had adopted the method laid 
down by Dr. Tweedy of giving morphia, rectal injections and mammary injections, 
and he was a great believer in large doses of morphia given at once. 

Dr. Hastincs Tweepy said that he would like to suggest another theory as to 
the cause of the toxemia that induced eclampsia, as well as the fit itself. He 
believed that the food eaten was the primary factor in the disease. The pregnant 
state was, of course, essential in bringing about the altered relations of the food 
particle to its anti-body, but other predisposing factors were also at work, such as 
insufficient fluid intake to the system. There was no death amongst the last thirty 
eclampsias treated in the Rotunda Hospital, and these statistics covered a period of 
nearly three years. When the disease had once developed, the administration of 
even milk was sometimes sufficient to excite a fresh attack of convulsions, and he was 
in possession of evidence that suggested that an anaphylactic condition was established 
in respect to food. The treatment consisted of absolute starvation. If the fits 
recurred repeatedly the patient was turned on to the right side, so as to allow the 
outflow of mucus from the mouth. If they saw the patient getting blue they turned 
her over with her face towards the ground, and immediately there was an outflow 
of mucus from the mouth, and an immediate gasp for breath. An internal student 
saved a case last year by this treatment. He was deterred by the theory of laking 
of the blood from injecting plain water under the breasts. He substituted bicar- 
bonate of soda instead of sodium chloride. It was the injection that had been 
employed for many years in diabetic coma (4 dr. to 1 pint of water). ,The bowels 
were lavaged with gallons of water repeatedly until there was an action and the 
system was saturated with morphia. None of his cases died during labour, but a 
considerable time after labour; the shortest was five hours after delivery and the 
longest was forty-five hours after delivery. They had now reached the point that 
they could treat eclampsia successfully, and as long as milk was given to a patient 
she was not treated successfully, because the patient was saturated with some 
poison and wanted absolute rest. If a woman was about to die he would perform 
Cesarean section; if before labour abdominal section; if during labour vaginal 
section. The preparation for abdominal section is very long, and the patient was 
exposed to the manipulations of scrubbing and movements during that time which 
was highly deleterious. Chloroform was the deadliest drug any woman or man can 
take suffering from inefficiency of the liver. Ether was better, but it also had its 
dangers, as it might excite inflammation in the lung. If one delivered through the 
vagina one could deliver without ether or chloroform or any general anesthetic. 

Dr. Crorron said he was extraordinarily interested to hear Dr. Tweedy’s remarks 
about antibodies. When milk was taken into the stomach it seemed to him it had 
to be dealt with by live cells, and only that protein which was a natural protein 
could get into the blood and stimulate the tissues to form an antibody when these 
were already present in the tissue juices and in the blood ferment to deal with that 
protein. He did not think it had to be modified by the stomach cells before it was 
absorbed, and when it was absorbed it was only the protein from which the patient 
was living upon before she was born. There was also the question of blood pressure 
to be considered. Thus people with nephritis of pregnancy had a high blood 
pressure, and if one gave them nitrites they lost their albumen and they did not 
get eclampsia when labour came on. Another point he wished to ask Sir William 
about was whether he had had much bleeding at the time eclampsia came on, 
because there have been reports in which the fits stopped at once after a large 
bleeding, and it was essential that the bleeding be continued till the blood pressure 
was normal. 
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Dr. Suet, referring to Dr. Maguire’s case of eclampsia, said that although 
there could be no reasonable doubt that it was a case of eclampsia, still there was 
a possibility that it was not, for it might have been uremia or cerebral hemorrhage. 
He recalled a case (when he was Assistant Master of the Coombe) which had been 
diagnosed as eclampsia, but when a post mortem was made by Prof. McWeeney it 
was shown to be a case of cerebral hemorrhage. The reason he made this remark 
was because the hemorrhage did not relieve the blood pressure, and diaphoresis 
was not the rule in eclampsia, but the child having had eclampsia would seem to 
indicate that it was a genuine case of eclampsia. He also agreed that it was 
desirable to use more morphia and ‘scopolamine. He did not think Dr, Tweedy’s 
new theory as to the cause of eclampsia was proved. In fact, after what Dr. 
Tweedy had stated he would almost hesitate to put milk into his tea. 


Dr. Pureroy said that for many years in Dublin free venesection was the 
regular treatment for eclampsia, and in a fair number of cases recorded the patients 
recovered. In the Coombe Hospital the mortality was enormous. He thought 
venesection valuable in the early stages of a case, and had seem venesection of great 
use in the later stages of cases when the convulsions, the condition of the lungs, 
and the condition of the right heart showed that the patient’s life was in danger. 
So there was still something to be said in favour of the expectant treatment, and 
the rapid emptying of the uterus was very rarely called for indeed. The argument 
against the emptying of the uterus was that the convulsions did not always cease 
after the uterus was emptied. The principles of the treatment were to eliminate 
this unknown poison unless one accepted Dr. Tweedy’s theory. He was greatly 
struck by the plan of treatment adopted by Sir William Smyly of giving more 
moderate doses of morphia in fixed doses and at regular short intervals. This was 
a plan of treatment which recommended itself to his mind. 

Dr. Netty said he had heard of a case in which a patient got well after forty 
fits, and the albumen disappeared from her urine. He referred to Dr. Tweedy’s 
method of taking away the milk diet, and said there was a tendency against giving 
milk at present in enteric, and he had not been giving milk for some time as he 
thought it too easily underwent fermentation. He would like to ask Dr, Tweedy 
whether he would agree with giving the patient whey. 

Dr, Twrrepy.—Fits have come on after whey. 

Dr. Nat mentioned a case of eclampsia which post mortem showed that the 
stomach was empty and the urine had been filled with blood. 

Dr. FrrzGiszon said with regard to venesection, in Sinclair and Johnston’s 
midwifery there was a series of cases which had been at first treated by venesection 
together with copious purgation, but later on in the series purgation seemed to have 
been left out, and venesection was continued or increased; on reading over the 
results they seemed to be better in the earlier lot of cases, which pointed that the 
real benefit was more in the purgation than in the venesection. In the case referred 
to by Dr. Sheill, which was diagnosed as eclampsia and which was post mortem 
found to be cerebral hemorrhage, he would like to mention a case which he had 
seen in private with typical eclamptic seizures, and just before he started giving an 
anesthetic she had a very violent seizure which lasted for a long time, after which 
the patient remained in deep coma until she died thirty hours afterwards. She was 
delivered whilst in coma. He believed the cause of death was cerebral hemorrhage, 
because she was completely paralysed on one side of the body. In this case he had 
no doubt the violent eclamptic fit brought on the cerebral hemorrhage, and he 
thought the same remarks applied to the case referred to by Dr. Sheill. 

The Presipent said there seemed to be many interesting theories of eclampsia, 
so perhaps he would not be wrong in bringing forward his own, which he had held 
for some ten years or more, and which to-night’s discussion strengthened. That 
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theory was that it was futile to look for one cause to explain all cases of eclampsia; 
that, in other words, there was no one theory which would fit all cases and ever be 
translated into a positive fact. It seemed to him that to search for the origin of 
eclampsia was the same as to search for the origin of he Nile, which came out of a 
lake, which in turn was fed by a number of rivers. Any of these might be con- 
sidered to be the source, and all contributed to its waters. If one took a number 
of cases of eclampsia one would probably find different ztiological factors in most 
of them, and any of these might be called the factor, but the others were also 
contributory. With regard to the question of diagnosis he was inclined to agree 
with Dr. Sheill that there was a great obscurity. With regard to the large number 
of cases of eclampsia met with by Dr. Tweedy he would probably find that some 
of his cases could not be classified as eclampsia. 

Dr, Tweepy here defined what he considered eclampsia, and said no cases had 
been included in his list which had not had albuminuria or which had ever had 
other fits. 

The Prestpent said he only wished to show there was extreme difficulty in 
classifying eclampsia. Cases of eclampsia occurred without albuminuria, and cases 
of albuminuria may get convulsions which are not eclampsia, and the idea was very 
prevalent that one should search for a positive cause for them all. Therefore, the 
time had not yet come when one could talk of the theory which could be translated 
into a fact. 

Sir Witt1am Smyty, in reply, said he expected a very interesting discussion on 
this subject, and had certainly not been disappointed. Stroganoff had a run of 
360 cases, and Dr. Smith and Dr. Horne had spoken of runs of cases, but had this 
proved his good treatment? He looked to the person who had the best results, and 
at the present day it was neck and neck between Dr. Tweedy and Professor 
Stroganoff. Dr. Tweedy was a great optimist, and he said he was not going to have 
any more deaths. Professor Stroganoff was also optimistic and he said he was only 
going to have 2 per cent. of deaths. As to milk diet he remembered Professor 
Tarnier said if milk was given for five days there would be no convulsions. He 
thought that milk was quite a specific, but it might only be comparative, and that 
though milk was certainly better than any other kind of food that still it might 
be worse than no food at all, and he quite understood that milk was better than 
other foods. 

Dr. Macurrg, in reply, said that the patient’s urine had been examined micros- 
copically, and granular and hyaline casts found, but not so many as might have 
been expected with such a quantity of albumen as was present. She thought it 
would be very difficulé to carry out Dr. Tweedy’s treatment of giving no food in 
private practice. She would like to know what Dr. Tweedy would substitute for 
milk when at last food had to be given, and what he would do if, after prolonged 
abstinence from food, a patient still persisted in having fits. 
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REVIEWS OF RECENT BOOKS. 


Tue Extenpep ABDOMINAL OPERATION FOR CANCER OF THE CERVIX UTERI (based on 
500 cases). By Prof. E, Wertheim of Vienna. With 11 illustrations in the 
text and six plates. 223 pp. Price 14s. 6d. 

In this great work Professor Wertheim publishes tabulated notes of each of the 
first 500 cases in which the extended abdominal operation has been performed in 
his clinic. These tables occupy no less than 126 pages. The author rightly calls 
special attention to the fact that all cases of cancer of the body of the uterus are 
excluded, though cases of cancer of the vagina are included if the upper third of 
the vagina was affected, inasmuch as the distribution of lymphatics in those cases 
is similar to that in cancer of the cervix. 

In the introduction a short historical account is given of the evolution and spread 
of the operation since Freund first performed abdominal hysterectomy for the 
disease. 

In the chapter on development of the technique of the operation importance is 
attached to the avoidance of local infection by the use of the author’s rectangular 
clamps and later of Winternitz’s sharply curved clamps to close the vagina before 
cutting it through. He is still in favour of scraping the growth and cauterising 
it with the Paquelin cautery without anesthesia immediately before the opera- 
tion. The author thinks the clamping is preferable both to the method of 
Werder of removing the uterus by the vagina after performing all the early stages 
up to the division of the vagina from above and to the method of separating and 
closing the vagina over the growth before passing on to the abdominal part of the 
operation. He is also not in favour of the preliminary preparation of the cervix 
being performed several days before the hysterectomy. 

With regard to the treatment of the raw surface, he drains it with iodoform gauze 
through the vagina: the gauze is gradually removed after the fi'th day. He points 
out that Bumm has returned to gauze drainage, which the author thinks does not 
cause sloughing of the ureter is properly applied. In controlling the bleeding he 
uses his parametrium clamps. 

With regard to the ureters he has resected the ureter in 6 cases, and in these the 
microscope showed it was not always necessary. The ureters were also accidentally 
injured in 11 cases. The ureter was implanted into the bladder in 11 cases and nearly 
always succeeded if the patient recovered. Uretero-vaginal fistule followed the 
hysterectomy in 32 cases, of which 15 healed spontaneously. He calls attention to the 
frequency with which pyelitis and pyelonephritis occurs if the fistula does not soon 
close. Wertheim does not think that gauze drainage causes the necrosis of the ureter, 
though he mentions that Franz without gauze drainage had only 4°8 per cent. of his 
cases affected in this way against 6°4 per cent. of the author’s. 

The bladder was opened in 49 cases, 

Partial paralysis of the bladder and a certain amount of cystitis are unavoidable 
in the author’s opinion. 

The rectum is much less liable to injury; it occurred in 3 cases, but all healed 
either spontaneously or after operation. Wertheim’s views have somewhat changed 
in favour of the importance of removing such of the lymphatic glands as are 
enlarged, since he has five cases in which cancerous glands have been removed and 
the patients remain free from recurrence after 5 years, 
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He has given up using retractors and finds the healing of the wound has improved. 

He has employed lumbar anesthesia—at first stovain, then tropococaine—in 33 
cases. In one of these cases there was paralysis of the respiratory centre; in 2 cases 
it was necessary to proceed to give inhalation narcosis; with tropococaine he had one 
total failure and five partial failures. 


The author gives a short description of the steps of his operation illustrated by 
6 excellent plates. 

Wertheim’s operability percentage in this series was 50 per cent. In addition to 
the 500 cases of the extended abdominal operations no less than 79 cases were 
explored but found too advanced for operation, and 21 cases were operated on by 
vaginal hysterectomy (with one death) on account of the fatness of the patient, 
advanced age, etc. Since his mortality rate has fallen, however, he has given up 
operating by the vagina for very early cases, of which his series of 21 contains 5 
cases. These 21 cases of vaginal hysterectomy have been excluded from consideration 
in giving the mortality rate and the cure rate. 

With regard to the immediate mortality. Of the Ist 100, 30 died; 2nd 100, 22 
died; 8rd 100, 17 died; 4th 100, 9 died; 5th 100, 15 died; Total 93 died=18°6 per 
cent. Of these 93 deaths 39 occurred from peritonitis, 22 from heart weakness and 
cachexia and 9 from pyelonephritis. 

In order to get the percetnage of absolute cures he deals with the first 250 cases, 
all operated on 5 years ago or longer. Of these 106 remained free from recurrence. 


The 250 operation cures occurred among 607 patients seen. From these 607 he 
deducts 28 who refused operation and 3 who died of intercurrent maladies, leaving 
576 patients seen; of these 106 remained free from recurrence after 5 years, i.e., 
18°4 per cent. of the cases of cancer seen and 42°9 per cent. of those operated on 


remained well after 5 years—a truly splendid result! The author points out that 
Zweifel’s results are even better than his own (20°46 per cent. of absolute cures) 
while von Rosthorn’s were much worse (2°2 per cent. of absolute cures). 

A chapter is devoted to a comparison of the extended abdominal operation with 
the vaginal operation and especially with the extended vaginal operation which in 
the hands of Staude has produced such excellent results (72°3 per cent operability 
percentage and 23 per cent. absolute cure percentage). Out of Staude’s 58 cases, 
however, 6 have disappeared and may influence the result, whereas out of Wertheim’s 
500 cases the after-history is given in every case. Some good figures are given of 
the epithelial tubes so frequently found in lymphatic glands which were at first 
thought to be metastatic, but which the researches of Meyer and Wertheim have 
shown to be quite independent of cancer. 

The final chapters are devoted to showing the superiority of the extended 
abdominal operation over the vaginal, mainly for the reason of the great accessibility 
allowed by the former, which also permits the removal of glands. Wertheim 
recognises the impossibility of removing all the glands, but thinks there is an 
advantage in removing some, even if others affected are left behind. 

In the final chapter the author looks to a still further lowering of the mortality 
rate and still better final results as the technique is improved and cases come earlier 
to operation. 

Gynzcologists owe a great debt to Wertheim for this magnificent work which is 
characterised by great frankness and fairness and an unexampled industry, 

It is the greatest work which has ever been published on the treatment of cancer 
of the uterus and must be read and studied by every gynecologist. H.R.S. 
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Manvat or Disgases or Women. By W. E. Fothergill, M.A., B.Sc., M.D., &c., with 
144 illustrations in the text. Wm. Green & Sons, Edinburgh & London, 1910. 
P. 433. Price 9/- nett. 


The most interesting and striking feature of this manual is the way in which it 
breaks away from the traditional lines on which the student’s textbook is ordinarily 
constructed. We might sketch Dr. Fothergill’s method somewhat as follows. He 
directs attention in his introductory chapter to the peculiarities of the life history 
of the female reproductive organs,—their early development followed by a resting 
period leading to their later and full functional development with the cyclical 
changes of menstruation and ovulation and the more extensive changes of actual 
reproduction, and finally to the period of retrogression which follows the 
cessation of functional activity. The rapid tissue changes of the reproductive 
period have no parallel elsewhere in the body and are the determining factor 
in making ‘the diseases of women’ a distinct branch of medicine. ‘The physiological 
passes into the pathological most frequently at times when active changes are in 
progress’ and hence a close familiarity with the life history of the organs concerned 
is essential to a proper understanding of gynecological problems. Such familiarity 
involves observation and experience of normal and abnormal midwifery, and the 
author comes to the conclusion,—logical but somewhat academic—that ‘no one who 
has not in one way or another, become a good obstetrician can ever hope to 
comprehend the diseases of women.’ This attitude is of special interest coming as it 
does at a time when the tendency towards the divorce of gynecology from obstetrics 
is becoming more and more pronounced. 

Having emphasised the characteristics peculiar to the female reproductive system, 
the author arranges its diseases on a pathological basis—in sections corresponding 
with those adopted by the pathologist in teaching and in arranging museum specimens. 
The diseases of women are considered under the following six headings: Errors of 
Development, Circulatory Changes, Mechanical Conditions and Injuries, Results of 
Infection, Progressive Conditions, and Retrogressive Conditions. Two great advan- 
tages resulting from this classification are pointed out. First that it removes the 
temptation to describe as diseases conditions which have no separate clinical 
existence, and secondly, that it keeps the student to the system, with which he has 
been familiar since the beginning of his pathological work and which can be used as 
a basis of classification in all branches of medicine. 

No better instances of the working of Dr. Fothergill’s system could be selected 
than the third and fourth sections dealing respectively with ‘Mechanical Conditions 
and Injuries’ and ‘Results of Infection.’ The former begins with an excellent 
account of the pelvic floor and the part each portion of it plays in the support of the 
structures in the pelvis. A prominent place is given to the perivascular connective 
tissue and retroversion, cystocele and prolapse are ascribed to its partial or general 
relaxation. The point, however, to which we particularly wish to direct attention is 
the great advantage to the student of considering retroversion under laxity of the 
pelvic tissues and not as a uterine condition. When retroversion is considered under 
abnormalities of the uterus, the tendency is for the student to look upon it as an 
inherent vice of the uterus and not as one of the manifestations of relaxation of the 
pelvic ligaments. Undoubtedly Dr. Fothergill’s method of classing uterine displace- 
ments under mechanical conditions of the pelvic floor will give the student a better 
sense of proportion in regard to the meaning and importance of retroversion. The 
other section we have mentioned is an even better illustration of the advantages of 
this arrangement for it gives a bird’s eye view of the ‘Results of Infection’ from 
the vulva to the ovary and pelvic peritoneum, so that sactosalpinx and ovarian abscess 
are considered not as distinctive affections of the uterine appendages, but as part of 
general infective process of the genital tract. 
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Naturally there are minor points which may provoke criticism and in regard to 
one of these we cannot refrain from uttering a mild protest. In the preliminary 
chapter on Diagnosis among the data which should be obtained in taking the patient’s 
history is included the inevitable but practically useless ‘age at onset of menstruation.’ 
No mention is made of inquiry regarding puerperia or the occurrence of illness after 
abortion or labour,—matters of primary importance in pelvic inflammatory cases. 
Where the author has so successfully left tradition behind in the broad lines of his 
book it seems a pity that amongst the half-dozen points on which he lays stress in 
taking a history he should include one whose only claim is that it has been handed 
down to us from a remote past through generations of gynecological text-books. 
Otherwise we prefer to express without cavil our general appreciation of this work. 
Within very reasonable compass it gives with true perspective a wide view of the 
diseases of women and we, therefore, accord it a most hearty welcome. 


A Textsoox or Gynzco.ocica, Surcery. By Comyns Berkeley and Victor Bonney. 
London : Cassell & Co., Ltd, 1911. Price 25/- net. 


If proof were wanting of the rapid development of Gynecology, nothing could be 
more convincing than a comparison of the work before us with a gynecological 
text-book of thirty years ago, such as Thorburn’s. That they deal with the same 
subject is barely recognisable so far as the treatment is concerned. 

The authors of the present work are heartily to be congratulated on the thorough 
and up-to-date description of advanced gynecological surgery, enhanced chiefly by 
the fact that it is the outcome of personal experience alone, and is not ax so many 
medical treatises are, merely a repertoire and analysis of the views of others. There 
is a delicious individuality throughout, the reflection of an intimate knowledge, which 
though it lends itself to criticism in minor détails cannot but command general 
appreciation. 

The text is profusely illustrated, to such a degree in some instances as to suggest 
a cinematographic description of operative manipulation. This is one of the out- 
standing of the many features of the work, and greatly enhances its value. 

A high standard is aimed at throughout and though unattainable by the ordinary 
operator, always gives him something to aspire to. What more ideal than operating 
in the confines of a palatial suite of seven rooms, with angelic placidity, and a 
manipulative dexterity which reduces our armamentarium to the merest necessities, 
and at the same time with a rapidity of execution which renders shock practically 
impossible ! 

The description on operative technique is a model of completeness, and many 
important points of detail are discussed. Sound advice is given to assistants and 
nurses as well as to the operator himself. 

We are heartily in accord with the objections to catgut in abdominal work as an 
unreliable ligature material. Also we endorse the advantage of the use of the gloves 
in all peritoneal operations, though their systematic adoption in making vaginal 
examinations seems unnecessary. 

The description of the necessary requisites for operating in private will be found 
of much value, and the portable operating table seems as simple as it fs serviceable. 
A portable rubber hot water bed for the table might be suggested from experience, 
as of the utmost value in minimising shock. 

In pelvic abdominal surgery we cannot agree with the operator standing on the 
patient’s right side, unless he is left-handed, although it is almost the universal 
custom. 

The various operative procedures, from the removal of a urethral caruncle to 
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Wertheim’s operation for uterine cancer, are described step by step with great 
thoroughness and lucidity. As the expression of individual opinion, they are 
necessarily open to the criticism of experienced operators who prefer other methods 
in given cases. Yet, as a whole, the operations recommended cannot but be 
considered thoroughly commendable. Thus, though one may infinitely prefer the 
performance of colporrhaphy by the triangular flap and longitudinal suture line, as 
more rational than the diamond-shaped flap and transverse suture line, the latter is 
admittedly an up-to-date method which finds favour in the author’s eyes, and as 
such is worthy of recommendation to the tyro. Criticisms of this nature might be 
multiplied ad infinitum, but yet the fact remains as it undoubtedly does, that the 
methods practised by the authors and their description are ably conceived and 
delineated, and must be of much interest and instruction to the experienced critic 
and learner alike. 


Hysterectomy by both the vaginal and abdominal routes is ably treated. 


We are thoroughly in accord with the strictures on the laissez-faire as regards 
fibromyomata, also on the advantages of the ‘‘subtotal’’ over the ‘‘pan’’ operation, which 
is very thoroughly debated. That the operation by ligature is more bloodless than 
by clamp and ligature, is difficult to understand. The various methods of removal 
of cervical fibroids are extremely fully detailed, and the difficult manipulation 
rendered apparently easy. 


The description of Wertheim’s operation for cancer is a feature, and the strong 
arguments in favour of this operation as against all others cannot but be convincing 
to all. A primary mortality of 20 per cent. with 50 per cent. of cures after 5 years, 
seems infinitely more satisfactory than a 5 per cent. primary mortality with 10 per 
cent. of cures from vaginal hysterectomy. Further, the increased percentage 
operability by Wertheim’s ‘method is in itself an uncontrovertible argument for its 
adoption. 

Cesarean section and ovariotomy are carefully described; but one is surprised in 
the latter that covering the stump by peritoneum with a purse string suture is not 
recommended to obliterate the raw surface, and thus prevent adhesions. 


The intricate manipulation for removal of intraligamentary cysts is clearly 
explained. The text on the varieties of these growths is very involved, however, 
and might with advantage be diagramatically illustrated. 


The statement “that the urgent need of removal of myomata during pregnancy 
rarely arises,” is not the experience of all operators. One would also like to know 
when the authors think a woman is convalescent during the puerperium so that an 
ovarian tumour may be removed. Is child bearing a disease to require convalescence ? 


The chapters on after treatment and post operative complications are full of 
valuable hints and sound advice, and the elaborate nurses’ chart for abdominal section 
cases will be found useful. 


The book ends with the operative results obtained in the Middlesex and Chelsea 
Hospitals. 


The entire subject of gynecological surgery is described in detail, yet in such a 
terse and succinct manner as not to make the volume unwieldy to hold or wearisome 
to read. It is heartily to be recommended to all interested in gynecological work. 


To the young surgeon it will prove a mine of information, and to the experienced 
operator refreshing and discursive. While tothe so-called non-operating gynecological 
physician it must shew the anomalots nature of his calling. 


The publication undoubtedly will not only enhance the already high reputation 
of its authors, but must raise the standard of British gynecology generally. 
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A Manvat or Gynzcotocy. By Thomas Watts Eden, M.D., M.R.C.P., etc. With 


272 illustrations in the text. London: J. & A. Churchill, 1911. Pp. 650. 
Price 18/-. 


Medical students to-day have a wide choice of text-books of gynecology which 
are both good and recent. We do not attempt the invidious and difficult task of 
saying which is the best, but, confining our attention to the work under review, we 
have no hesitation in saying that Dr. Eden has given us an excellent manual which 
is just what the ordinary student needs. 

It covers the ground usually included in British text-books of gynzcology, is not 
much concerned with novel methods or speculations, but contains a sufficient précis 
of the subject, and is a good practical guide to the worker. 

It is divided into fifteen “ Parts” or chapters, of which the first gives an account 
of the surgical anatomy of the pelvic organs, including the normal histology. 
Reference is made to the investigations of Hitschmann and Adler on the periodic 
changes in the structure of the endometriufn. The physiology of the organs is next 
elucidated, and then we come to the methods of clinical investigation and to an 
analysis of the causes of the principal gynecological symptoms. 

Part IV deals with disorders of menstruation. For hymeneal atresia we are 
advised to make a simple incision, keeping the edges from reuniting by the passage 
of a probe during the healing stage. Why not excise the septum and then close the 


raw surface by carrying a catgut suture around the cut edge? 


This gives excellent 
results. 


The next part treats of chronic endometritis and chronic metritis and the like— 
subjects in which the terminology and pathology of different writers notoriously 
varies. Dr. Eden limits his term “Chronic metritis” to that group of hemorrhagic 
cases which he classes with ‘“‘fibrosis’’ uteri and of which, as he says, the pathology 
is still obscure. 

It is important that the reader should understand that the term chronic metritis 
has in most text-books a much wider application, as, for instance, in the article by 
Barbour in Allbutt, Playfair and Eden’s “System of Gynecology”: for a student 
who should maintain that chronic metritis always has as its most prominent symptom 
uncontrollable bleeding during menstruation (page 215) and that it usually requires 
hysterectomy might. be misunderstood by many examiners. We find that the 
conditions called ‘‘fungous’”’ or ‘‘ polypoid”’ endometritis are still described under 
“Endometritis,” but we cannot be sure whether the author really regards this 
adenomatous condition as due to inflammation. 

The account of uterine fibroids and their secondary changes, of adenomyomata 
and polypi, of malignant growths including chorio-epithelioma, and of ovarian tumours 
is good throughout, and the accompanying illustrations are very effective. Part VII 
conveniently groups together inflammation of the peritoneum and cellular tissue with 
that of the tubes and ovaries, and with the results of gonococcal, tuberculous and 
actinomycotic infection of the same parts. A clear account of ectopic pregnancy is 
repeated almost verbatim from the author’s manual of midwifery. After dealing 
with morbid conditions of the vulva and vagina and with certain malformations of 
clinical importance, he gives us, as stated in the preface, an outline of the principal 
major operations of gynxcology according to his own practice and experience, but 
without any attempt at exhaustive treatment. He is no advocate of undue resort 
to the knife. Part XIII is devoted to minor operations. There is a very clear 
account of perineorrhaphy. We notice that he makes no use of buried catgut sutures 
in closing the deeper parts of the perineal wound, except of course for the rectal 
edge. Part XIV discusses the after treatment of abdominal operations and the 
concluding part deals with local vaginal and balneotherapeutic measures. 
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It is no doubt in order to economise space that he omits almost all reference to 
operative mortality or permanent results in regard to gynecological operative treat- 
ment. Many gynecological text-books devote space to the discussion of the medical 
side of gynecology and especially to the consideration of the manner in which 
neurotic and neurasthenic conditions are associated with slight local lesions, tending 
to mislead the beginner, who has to find out that general treatment is often much 
more important than local. If in another edition space could be found for a little 
more medical gynecology, the book would, we think, be improved. 

It is written throughout in a scientific and impersonal manner and is strong in 
pathology. The general get-up leaves nothing to be desired and the illustrations are 
uniformly good and mostly new. It is a very good companion to the very successful 
“Manual of Midwifery” by the same author. J. B. H. 





